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Introduction
Tarrier and Calam (2002) describe the process of ease formulation (CF hereafter) as involving 
“the elicitation of appropriate information and the application and integration of a body of 
theoretical psychological knowledge to a speeific clinical problem in order to understand the 
origins, development and maintenance of that problem”(p.311).
There is a debate amongst cognitive behavioural therapists and theorists about whether or not 
therapists should formulate their clients individual difficulties. There is division amongst 
those cognitive behavioural therapists who advocate utilising CFs, and those who support the 
use of delivering cognitive behavioural therapy (CBT) through empirically validated 
manualised treatment programmes. Where CF is used in understanding clients’ problems and 
in planning their cognitive behavioural interventions, the alternative is for the therapist to 
follow a CBT treatment manual. Over the past decade there has been a massive expansion of 
the number of cognitive behavioural therapy manualised treatment programmes that have 
been developed and are available. Luborsky and DeRubeis (1984) described the introduction 
of such CBT treatment manuals as a “small revolution”. Where cognitive therapists do not 
view CF as an essential part of the therapeutic process and planning of the intervention, they 
are instead advocating the use of employing such manualised interventions.
The following discussion first describes what CF is, examines three different approaches to 
CF within cognitive behavioural therapy, then a comparison will be made between using CF 
and non-formulation based approaches to cognitive behavioural therapy. The available 
research evidence for and against formulation will then be presented and finally the evidence 
supporting these two arguments will be evaluated and conclusions will be drawn.
What is case formulation?
Eells (1997) describes case formulation as “ a hypothesis about the causes, précipitants and 
maintaining influences of a person’s psychological, interpersonal and behavioural problems”. 
A CF is a description of manifest presenting problems, important relevant developmental 
history, causal factors (distal and proximal), maintaining factors, coping strengths and 
weaknesses, and guides for intervention” (Bieling and Kuyken, 2003, p.53).
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Taylor (2000) describes a CF as a model of the causes of the patient’s problems, and a plan 
for overcoming them. The formulation attempts to explain the causes of long standing 
problems (e.g. chronic panic disorder) as well as the causes of acute problems (e.g. a given 
panic attack). Formulations seek to explain the predisposing, precipitating, perpetuating and
protective factors contributing to clinical problems (Taylor, 2000). Predisposing factors are
diatheses or vulnerability factors, including maladaptive beliefs developed during childhood.
Precipitating factors are those stimuli or circumstances that trigger the problems. Perpetuating 
problems are those that maintain the problems. Protective factors either prevent problems 
from developing or prevent them from getting worse, (although these may not feature in every 
case). A formulation includes information and particular facts about the client’s current 
problems and the onset and course of these problems, details about the person’s 
developmental, social and family history, psychosocial stressors and previous treatments. The 
formulation also includes the treatment plan; the nature, frequeney and duration of treatment, 
therapeutic goals and any potential obstacles to treatment (e.g. safety behaviours).
According to Beck, J (1995) a cognitive CF includes a statement of the core beliefs, 
dysfunctional assumptions, and compensatory strategies underpinning the problems, any 
problematic cognitive styles and behavioural patterns that maintain a person’s difficulties. 
Beck (1995) argues “conceptualising a patient in cognitive terms is crucial in order to 
determine the most efficient and effective course of treatment” (Beck 1995, p.23). She argues 
that a cognitive case conceptualisation provides the framework for the therapist’s 
understanding of the patient’s problems, that should begin during their first contact with the 
client and that they should continue to refine their formulation until their last session together. 
Persons (1989) argues that formulations are evolving hypotheses that help the therapist to plan 
for efficient and effective therapy. Beck, J. argues that CF should be an ongoing process that 
is subject to modification when new data is uncovered and that the initial formulation 
(hypotheses) are confirmed or rejected (and that it should be checked out with the client). 
This view of CF as a hypothesis-testing process is supported by Person’s and Tomkins (1997).
D ifferent models of form ulation
Within the cognitive behavioural model, there have been a number of different approaches 
developed to formulating psychological problems and disorders. Greenberger and Padesky’s 
(1995) approach to formulating clients’ problems addresses the five aspects of life experience,
linking and emphasising the relationship between their thoughts, moods, behaviours, physical
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reactions and their environment in this five-part model. Judith Beck (1993) devised the 
Cognitive Conceptualisation Diagram to aid cognitive therapists in formulating their clients. 
This format places a client’s relevant childhood data, their core beliefs, their conditional 
assumptions/beliefs/rules, compensatory strategies with their automatic thoughts, the meaning 
of these and their emotions and behaviour in three situations the client finds difficult. J. 
Beck’s approach to formulation is particularly useful when there is not a specific cognitive 
model available that the client’s problems fit into. Wells (1997) argues that Beck’s general 
cognitive theory as a framework should be applied to conceptualising specific anxiety 
disorders and then from this generating idiosyncratic and therefore individual case 
conceptualisations.
Person (1989) conceptualises psychological problems at two levels; the overt difficulties and 
the underlying psychological mechanisms. Clients experience overt difficulties such as 
depressed mood, because of their underlying psychological mechanisms, such as their 
dysfiinctional beliefs, which underlie and cause the overt difficulties. In this way the overt 
difficulties are the presenting problem and the underlying mechanisms explain how the 
maladaptive cognitive processing, beliefs and behaviours cause and maintain presenting 
problems. Persons’ (1989) model of CF is structured into six parts; the problem list, the 
proposed underlying psychological mechanism, an account of the way in which the proposed 
mechanism produces the problems on the problem list, précipitants of current problems, 
origins of the mechanism in the patient’s early life and predicted obstacles to treatment based 
on the formulation.
Needleman (1999) argued that there are a number of ways that case conceptualisations 
facilitate interventions by helping clients understand their problems and rationales for 
interventions, help therapists predict potential obstacles to therapy, helps clients increase their 
motivation (e.g. by identifying beliefs that relate to hopelessness) and for therapists and 
clients to establish an effective therapeutic relationship. Needleman (1999) integrated 
selected elements from Person’s and Beck’s approaches and produced the Case 
Conceptualisation Summary Form (see Needleman, 1999). This format focuses on; 
identifying information; the presenting problem and précipitants of the problem; an exhaustive 
list of problems, issues and therapy-relevant behaviours; relevant beliefs; origins of core 
beliefs; vicious cycles/maintaining factors; treatment goals, possible obstacles to treatment 
and the treatment plan. Like Beck, J., and Persons, Needleman also stresses that cognitive 
therapists should begin to formulate cases from the first client contact and highlights the 
importance of reformulating where necessary as part of a hypothesis-testing process.
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The role of case formulation in CBT
Cognitive behavioural therapy (CBT) is a short-term, time limited, structured problem and 
present- oriented psychotherapeutic approach based upon the cognitive model of 
psychological distress (Beck, 1976; Beck & Emery, 1985). Cognitive therapy is a system of 
psychotherapy with a unified theory of personality and psychopathology supported by 
substantial empirical evidence (Beck, J, 1995, p.l). Controlled research studies have 
demonstrated the effectiveness of CBT for treating a range of psychological disorders, 
including depression, panic disorder, social phobia, generalized anxiety disorder, eating 
disorders and relationship problems (Dobson, 2001).
Many psychotherapists support the use of CF, viewing it as a "necessary conceptual tool” 
(Eells, 1997, p.l) and “essential to effective treatment” (Persons, 1995, p.21). Many cognitive 
therapists view CF as the cornerstone of cognitive therapy and as essential to the effective 
practice of CBT. Beck et al (1990) argue that “specific conceptualisation of each case is 
crucial to provide a framework for understanding the patients’ maladaptive behaviours and 
underlying dysfunctional attitudes” (Beck et al., 1990, p.59). Persons and Tomkins (1997) 
argue that they cannot think of a case in which cognitive behavioural CF is not useful. These 
views are held and supported by many others in the field (e.g. Salkovskis et al., 1998; Wells, 
1997, Tarrier Wells and Haddock 1998).
Advocators of the CF method (e.g J. S. Beck, 1995; Needleman, 1999; Persons and Tomkins, 
1997) argue that there are many benefits of cognitive ease formulation. These include; that it 
provides a systematic cognitive theory framework for hypothesising about a person’s 
presenting problems, that it gives individualized cognitive therapy treatment protocols, 
improved therapist and client understanding of the presenting problems, improved therapeutic 
alliance, more focused therapeutic interventions and enhanced treatment outcomes. However 
as Bieling and Kuyken (2003) argue, there has not been any research that has evaluated these 
claimed benefits of CF.
Support for case formulation
Taylor (2000) presented the ease for and against using CFs to guide treatment. He suggests 
that there are two ways that a cognitive therapist can treat patients; by either following a CBT 
treatment manual or by developing an understanding of the causes of the patient’s problems
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and use this understanding (formulation) to guide treatment. Taylor argues that although 
treatment manuals have been an important contribution to treating patients with psychological 
problems, that they are insufficient.
Taylor (2000) argues that individual CFs are needed to treat complex and comorbid disorders 
such as panic disorder with alcohol abuse. He also argues that even in non-comorbid cases, 
that CF is needed to deterrmne the pacing, difficulty level and timing of interventions. 
Formulations are also useful for selecting the choice of treatment targets, and for predicting 
and preparing for obstacles to successfiil therapy (Bruch and Bond, 1998; Persons, 1989; 
Turkat, 1985).
Taylor (2000) refers to Craske et al’s (1994) CBT protocol, which divides treatment into 15 
therapist-administered Tessons’ or modules organised in a particular sequence. According to 
Taylor, the problem with such a manualised approach is that patients progress through these at 
an individual pace, some quicker than others and that a particular patient could require several 
sessions for the patient to benefit from a lesson. He suggests that patients may refuse an 
intervention prescribed or even drop out of therapy if the therapist attempts to move them too 
quickly through the protocol. Taylor suggests, however, that by using a CF instead would 
allow the therapist to select the most appropriate pacing of interventions. Taylor suggests that 
a formulation can help the therapist identify the optimal difficulty level of interventions such 
as behavioural experiments for example. Taylor argues that a formulation provides guidance 
on which problems should be tackled at which particular time. This would allow, he argues, 
the therapist to determine, for example, which maladaptive beliefs are most important to 
challenge, and when they should be challenged. The formulation would the guide the 
therapists’ choice between which of two beliefs held (varying in the strength of the belief 
should be challenged first (Taylor, 2000). Taylor argues that CBT manuals do not offer 
guidance about what to do when treatment obstacles are encountered. When using CFs 
however, such obstacles can be anticipated, understood and the formulation used to help to 
overcome these. By adopting a CF approach the therapist is encouraged to develop 
hypotheses about the causes of the difficulties (some being predictable, while others are 
unexpected) and therefore, revise the treatment plan accordingly, (Taylor 2000).
There has been little research addressing CF. Mumma and Smith (2001) asked pairs of 
clinicians (ten in total) to independently formulate 2-3 cognitive-behavioural-interpersonal 
scenarios (CBIS) on each of four women with mood or comorbid mood and anxiety disorders.
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using videotapes of semi-structured interviews. Results found good reliability of the mean 
ratings, aggregated over the 10 raters as >.83 for all dimensions. The results also found good 
convergent validity on three factor-analytically derived general dimensions of depression, 
anxiety and interpersonal functioning. For three of the patients, the formulators generally 
agreed on the situational components of the CBISs and demonstrated adequate to very good 
convergent validity of corresponding CBIS content. The authors argued that this provides 
evidence of the reliability and validity of clinical scenarios as individual CFs.
Why is cognitive-behavioural case formulation necessary?
Persons and Tompkins (1997) argue that there are four reasons why CF is necessary even 
though CB therapists in controlled outcome studies use standardized treatment protocols. 
Persons and Tompkins pose the question: if CBT has been shown to be effective in outcome 
studies where therapists have not developed a CF, why is CB CF necessary? Firstly, because 
even in controlled studies, it is not strictly true to say that therapists do not formulate clients’ 
difficulties (this point will be expanded in the next section). In these studies although the 
therapist does not devise a formal conceptualisation, they do however, individualise the 
treatment by focusing on the individual’s particular distorted cognitions, rather than focusing 
on the distorted cognitions typical of depressed people as a whole. As evidence for this claim. 
Persons and Tompkins cite the Elkin ct al, (1989) National Institute of Mental Health (NIMH) 
study where evaluators developed individualised lists of each patient’s presenting problems 
and treatment goals. Einehan (1993) has developed a protocol for treating parasuicidal 
behaviour in women with borderline personality disorder and this typically includes 
individualised behavioural analysis as a central component of the treatment programme.
Secondly, Persons and Tompkins argue, that a major limitation of standardised protocols is 
that they apply to single disorders. In clinical practice however, very few clients present with 
just one disorder. In contrast they present with multiple disorders and problems, and for many 
of these, a treatment protocol is not yet developed. Where there are manuals or protocols 
available for all the problems or disorders a client presents with, the therapist could use all the 
protocols in sequence to address the problems, but many protocols have overlapping features 
and utilise the same interventions. Thus, this would be an inefficient way of treating all the 
problems a person has. Thirdly, without developing a CF, but following a protocol, the 
benefit of developing a CF is lost. A CF is useful because it helps the clinician understand the 
client and work therapeutically within the client-therapist relationship and in planning 
homework assignments and handling homework non compliance. A good formulation, which
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is shared with the client can strengthen the client-therapist relationships and reduce treatment 
non-compliance. Fourthly, having a formulation is very helpful if an intervention is 
unsuccessful or the patient relapses. This is because if the treatment fails then the therapist 
needs to reformulate the client’s case and then devise a new treatment plan based on the 
reformulation (Persons and Tompkins, 1997). Another advantage of using CF is that this 
approach allows for a client’s difficulties to be viewed in the context of their cultural identity 
and background. For example, a client’s views about themselves can be understood in 
relation to any religious views and beliefs held. Carter (1999) published a case study of an 
African American female presenting with depression and concluded that by being more 
culturally-sensitive, the therapist and client were enabled to build a stronger therapeutic 
alliance. The above has addressed the utility of CF, so we shall now turn our attention to the 
arguments against adopting this approach.
R esearch evidence against using case form ulations.
Bieling and Kuyken (2003) reviewed the field to evaluate whether cognitive CF has a 
scientific basis. They state that they knew of no completed research that examines how the 
method, content and process of “real world” CF differs from that in such formalized systems 
(e.g. Person’s, 1989 and Beck, J., 1995) used in published research and taught on cognitive 
therapy training programmes. In their review of the field, Bieling and Kuyken (2003) 
question the scientific status of the CF model. They state that their has been a paucity of 
research focusing on this important component of CBT. Their review suggests limited to 
good support for many of the elements of the formulation when considered in isolation. 
Bieling and Kuyken (2003) argue that unlike Person’s and Beck, J ’s formal CF systems, that 
it’s unlikely that cognitive therapists in everyday practice use their own personalised approach 
to CF.
In an early study looking at the reliability of therapists’ ratings, Beckham, Boyer, Cook, 
Leber, & Watkins (1984) found that raters were 76% accurate in identifying hypothesised 
underlying cognitive schemas for a particular patient, (four patients were studied).
Persons, Mooney and Padesky (1995) asked clinicians to identify overt problems and 
underlying schemas or beliefs and they found that clinicians usually identified 65% or more of 
patients’ overt problems. When groups of five judges were averaged, reliability coefficients 
reflecting agreement on schema ratings averaged 0.76, suggesting the clinicians agreed fairly 
well with each other. However, the inter-rater reliability of schema identification for single 
judges (reliability coefficients averaged 0.46), was poor. This study shows that there was
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generally good agreement among judges in identifying manifest presenting problems but poor 
agreement in identifying the hypothesised underlying cognitive mechanisms.
In a further study, aiming to improve the reliability and validity ratings. Persons and 
Bertagnolli (1999) had clinicians give CB formulations on three cases after listening to audio 
tapes of initial interviews with depressed women. The therapists were able to identify 67% of 
the patients’ overt problems. The clinicians were given a specific set of problem domains 
(psychiatric, interpersonal, work, financial, health, housing and recreational problems) and 
more formalised assessment of schemas (using anchor points and specific definitions of a 
variety of schemas). The results were not particularly impressive; they found inter-rater 
reliabilities in assessing schemas was still poor (k: 0.37, single judges; 0.72, averaged across 
five judges. On a positive note, however, when greater training was given, this was associated 
with somewhat greater reliability.
Fothergill and Kuyken’s (2002) study used a very systematised CF method, namely Judith 
Beck’s Cognitive Case conceptualisation diagram and achieved considerably higher reliability 
on some (core beliefs) but not all inferential aspects of cognitive CF (e.g. dysfunctional 
assumptions). Bieling and Kuyken argue that these studies together suggest that good 
reliability can be found for the descriptive but not the inferential aspects of cognitive CF and 
that reliability could be improved by use of greater training and using more systematic CF 
methods. If this is the case, then it follows that CB therapists in clinical practice should be 
trained in using more systematic CF methods. Jacobson et al (1989) compared manualised 
with individualised treatments with couples in marital therapy. Both treatments were 
comparable in treating the problems, but they found that the individualised treatment led to 
improved maintenance of gains at 6-month follow-up. This study also supports the argument 
that CF is useful in selecting the most appropriate interventions at the most appropriate time 
(Bieling and Kuyken, 2003).
Two studies provide evidence that disconfirms the hypothesis that use of an individualised CF 
leads to improved therapeutic outcome. Emmelkamp, Bouman and Blauuw (1994) compared 
standardised and individualised treatment for patients with anxiety disorders. They randomly 
assigned 22 obsessive-compulsive disordered patients to two treatment conditions; individual 
CF CBT or manualised CBT. They found that patients in both conditions improved in terms 
of depressed mood, psychopathology, social anxiety and irrational beliefs. They also found 
that the individualised treatment was not more effective than the standardised treatment. 
Schulte, Kunzel, Pepping and Shulte-Bahrenberg (1992) also compared standardised and
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individualised CBT treatments. They randomly assigned 120 phobic patients to one of three 
treatment groups; an experimental group who received individual treatment planned by the 
therapist, a control group with standardised therapy or a yoked control group. They found that 
the standard treatment group was the most successful. Persons and Tompkins (1997) argue 
that in the Shulte et al study, the authors found that the therapists, particularly in the 
standardised group, were not adhering to the treatment manual. Persons and Tompkins 
continue, that since the difference between the standardised and the individualised treatment 
groups was less than should have been, that this in part may account for the failure to find 
differences between the two conditions.
Persons and Tompkins (1997) also argue that since the subjects in both the Emmelkamp et al 
(1994) and the Shulte et al (1992) studies were selected to meet criteria of one psychiatric 
diagnosis and to not have psychiatric comorbidity, that this might be another reason why the 
standardised treatments were found to be more successful treatments. Persons and Tompkins 
argue “ we believe that case conceptualisation is more important in the treatment of complex 
cases of patients with multiple comorbidities than in the treatment of simple cases”. From 
these research studies and this above argument, it could be suggested that maybe standardised 
manualised treatments should be used with simple cases and CF used where more complex 
cases and needs are presented. Like Persons and Tompkins themselves state, this idea needs 
to be empirically tested in research studies. Taylor (2000) criticised the Shulte et al (1992) 
study saying that the authors did not describe how the cases were formulated, whether the 
therapists used the same method of formulating the cases and because, he argues, there were 
problems with treatment fidelity, implying that all the treatments were formulation-based to 
some extent. Wilson (1996) argued that standard CBT should be delivered through using 
treatment protocols and that formulation should be reserved for treatment-resistant, complex 
disorders. Taylor argues that CF is especially important in complex cases, but that 
formulation needs to be done for all cases in order to discover whether a case truly is 
uncomplicated and whether the therapist should instead follow the manual.
Further research that does not support the use of CF comes from Chadwick, Williams and 
Mackenzie (2003), who assessed the impact of CF in CBT for psychosis. Fowler (2000) 
argues that CF is crucial to successful outcome in CBT for psychosis, particularly because it 
enhances the therapeutic alliance. Others such as Persons (1989) argue that CF is particularly 
important when therapists are working with complex cases. Chadwick et al (2003) study used 
single case series design. Clinicians assessed the case before making formulations, which 
were shared with clients. The researchers aimed for the study to be as clinically valid as
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possible by advising the therapists to formulate at the time when they would normally do so. 
The results were interesting; some of the clients reported positive experiences of their 
involvement in the formulation process. Such clients reported that the formulation helped 
them understand their own problems, see a way forward and felt it showed that their therapist 
understood them. However, some clients reported negative experiences; feeling that the 
formulation made them feel saddened, upset and worried.
Chadwick et al (2003) also found that from the clients’ point of view, the CF did not improve 
the therapeutic alliance nor did it reduce clients’ distress. The CF did however positively 
influence therapists’ ratings of the alliance. This study is methodologically sound in that it 
used published measures that have good reliability and validity. However, a disadvantage is 
that they had a very small sample size of 13 participants in the study, (thus questioning its 
generalisability). Additionally, it only addressed clients who have psychosis and did not look 
at other psychological disorders. The authors acknowledged that a problem with the study is 
that in clinical practice a CF would not be presented in one go, but introduced gradually over 
a number of sessions. Overall however, this is a very useful piece of research because it is 
addressing a largely under-researched area within clinical psychology, by addressing 
therapists and even more importantly in an era of increased user and consumer involvement, 
clients’ experiences of CFs and the therapeutic alliance. It may be interesting to repeat such 
research on a larger participant number and with other diagnoses where CF is advocated, 
particularly with other complex cases. The research should also use a greater number of 
sessions than in this study to test whether a CF would have greater impact for clients beyond a 
short-term time scale. Bieling and Kuyken (2003) comment that this is the only study they 
know of which addressed how acceptable and useful clients find CF to be. However, that the 
study is limited to people with psychosis, where cognitive therapy’s efficacy and effectiveness 
is not fully established and where the treatment approaches are still in development (Bieling 
and Kuyken, 2003).
Bieling and Kuyken (2003) argue that there is no compelling evidence linking cognitive CF to 
improved treatment outcomes and that contrary to claimed benefits, its evidence base is weak 
at best. Wilson (1997) outlined five main objections to using CFs. Firstly, he argued that CFs 
can be difficult to devise, even with appropriate training. Secondly, he argued that clinicians’ 
clinical reasoning is flawed. Citing evidence from the field of social psychology, Wilson 
argues that clinicians’ judgement can be biased or otherwise flawed, particularly under 
conditions of uncertainty or where there is incomplete information (Kahneman et al, 1982; 
Meehl, 1960). Thirdly, he argued that the empirical literature does not suggest that CF is
16
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superior to standardised treatment (Shulte et al, 1992). Fourthly, Wilson argued that 
formulation- based treatment is better suited for treatment-resistant and complex cases and 
where empirically validated manuals are not yet available.
E valuation  of both  argum ents
Taylor (2000) responded to the four main areas of concern that Wilson raised surrounding 
developing CFs. Taylor argues that it may be true that it can be difficult to devise CFs, but he 
argues that there is no escaping the need for them. He points towards the research by Persons 
and Bertagnolli (1997) and Persons et al (1995) and argues that these studies have shown that 
by using multiple ratings, that inter-rater reliability can be improved to acceptable levels. 
Taylor argues that formulations may be most reliable when a case-conference format is used, 
where clinicians are using the same method to develop consensus formulations. Taylor also 
disputes Wilson’s argument that clinical reason is flawed and therefore formulations are 
flawed also. Taylor argues that the need for clinical judgement cannot be escaped, even when 
following a treatment manual and that clinicians developed such manuals as a result of their 
clinical judgement. Taylor also argues that if the CF method is carried out properly, then it 
should be self-correcting, and re-formulation should follow unsuccessful interventions.
This is an interesting debate about whether cognitive therapists should be trained to administer 
treatment protocols and focus research towards developing protocols for disorders where there 
currently are none available. This some might argue, underestimates the skills of clinical 
psychologists. Formulation is viewed as one of the core skills of clinical psychologists and 
thus training courses in clinical psychology, train and supervise future clinical psychologists 
in formulating cases, rather than training psychologists in delivering standardised treatment 
packages. Wilson argues that therapists’ skills in developing rapport, building a positive 
therapeutic alliance, is still very important in manual-based as in conventional therapy. 
Fairbum et al (1993) also highlight the importance of therapists’ skills in helping the client to 
overcome their ambivalence about behaviour change and in nurturing commitment to change. 
Needleman (1999) argues that despite the availability of formal treatment protocols, 
individualised case conceptualisation is still useful. Firstly, he argues that successful 
intervention of treatment packages relies on the therapist having an accurate understanding of 
the client’s idiosyncratic cognitive, affective, motivational and behavioural responses. 
Secondly, that treatment packages designed for a specific clinical problem may not take into 
account clients who present with multiple problems. Thirdly, that case conceptualisations
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allow clinicians to understand and treat problems, which may respond well to cognitive 
therapy but where treatment protocols are not yet available.
Conclusion
It is apparent that it is not essential to formulate cases in order to successfully intervene with 
and treat psychological cases as the available empirically validated treatment protocols 
demonstrate. There are many compelling reasons why CF is a desirable part of the cognitive- 
behavioural therapeutic process. Many writers advocate using CF even though empirically 
validated standardised treatment manuals are available, citing arguments such as that CF 
encourages client collaboration and involvement. There seems to be agreement across both 
camps that CF is invaluable in treating complex cases of psychological problems. In some 
studies, CF occurred even when the therapists were following standardised treatment 
protocols. However there is research evidence that does not support the use of CF, compared 
with the evidence supporting the use of treatment protocols, the latter would be the approach 
of choice of an evidence-based clinician.
What is needed is further research into CF, particularly addressing the reliability and validity 
of formulation, and looking at the impact of formulation utilised with a range of different 
psychological problems such as the Chadwick et al (2003) study has done for psychosis. This 
would be able to address single disorders and complex disorders involving comorbidity, 
comparing CFs with standardised treatments and provide a clearer picture about what works 
for which type of problems. However, it is clear CF is particularly useful above standardised 
treatment for complex cases.
If clinical psychologists are to truly be evidence-based practitioners then maybe greater 
adherence to treatment protocols should be encouraged. This could involve therapists 
developing individualised CFs and then using empirically validated protocols to guide 
selection of appropriate treatment interventions. However it is doubtful whether many clinical 
psychologists in everyday practice will welcome such a change in thinking and practice. 
However, it is possible that clinical psychology as a profession is the best suited to adapting to 
changes in practice; in line with the way the National Health Service is currently operating, 
with it being essential that psychologists are flexible in their work with the goal of providing 
effective and efficient evidence-based healthcare.
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Introduction
The concept quality of life (QoL) has only been investigated in the field of learning 
disabilities during the last twenty years. There is a big debate in the literature about how to 
define QoL. Liu (1976) states that there are as many QoL definitions as people studying the 
phenomena, and that this is a reflection of individuals differing in what they find important. 
Emerson, Cullen, Hatton and Cross (1996) argue ‘that a high QoL was one in which people 
receive individually tailored support to become full participants in the life of the community, 
develop skills and independence, be given appropriate choice and control over their lives, be 
treated with respect in a safe and secure environment’. Emerson et al. (1996) reviewed the 
research literature on people with learning disabilities (LD) and concluded that, judged by 
these criteria, this population have low QoL. Brown (1990) states that many QoL definitions 
take a multi-dimensional approach, stress the individual’s choice and recognise the 
individuality within and variability associated with QoL. According to Brown (1990) it is 
recognised that QoL changes over the lifespan and that effective measures reflect changes that 
occur with age and across the level of disability. A reason why the concept of QoL has 
become so important in the field of learning disabilities is because QoL measures are 
frequently used as outcome measures of service provision (for example, Felce & Perry, 1995). 
Ager (2002) states that this is because they cover a comprehensive range of relevant domains. 
Ager argues that QoL measures are used to evaluate how effective services are, how efficient 
interventions are and to provide measures of personal subjective priorities. QoL causes us to 
examine the sensitivity and flexibility of services (Brown, 1990) and a number of models have 
been designed to assess this.
The following discussion first addresses the historical, social and political issues surrounding 
QoL in relation to people with LD. Within the field there is much debate about whether 
subjective, objective or both perspectives should be drawn upon in measuring QoL. There is a 
further debate over whether people with LD themselves should be questioned about their 
QoL, because of the inherent difficulties associated with interviewing people with LD. Both 
these debates are addressed here. In order to answer how QoL should be assessed and 
evaluated, literature is drawn upon which examines different models of QoL. There is a vast 
amount of research looking at QoL, so only a small number of measures are examined here in 
this essay because of the need to be selective. The issue of how to evaluate QoL is addressed 
by comparing three different measures of QoL, using the research evidence for and against 
using each of these different approaches. These are then evaluated and conclusions drawn.
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Historical, Social and Political context of the concept
Historically people with LD have been a devalued and disadvantaged population in soeiety. 
The prineiples of normalisation are defined by O’Brien’s five aceomplishments (O’Brien, 
1987); eommunity presence, choice, competence, respect and community participation. These 
aimed to improve the QoL of people with LD. The normalisation movement stressed the need 
for people with LD to live culturally valued lives, using culturally valued means to establish 
and maintain valued social roles (Wolfensberger, 1972). The social policy of the 1980’s 
onwards stressed moving.people with LD from living in long-stay hospital-based settings to 
living in and receiving community-based services. This resettlement movement reflected a 
shift in philosophy of the care of people with LD and has largely been viewed a positive 
change. Emerson and Hatton (1994) argue that living in the eommunity has generally 
provided a better life and lifestyle for people with LD. However, they also raised concerns 
that firstly, for a number of people with LD, life in the community is not very different fi*om 
living in hospitals. Secondly, they argue that people with LD, despite living in the 
eommunity, still typically experience deprivation; financially, opportunities for choice, 
presence of skill, numbers of relationships with non-disabled people and engagement in 
activities. Emerson and Hatton also argue that ‘the QoL offered in many community-based 
services falls far short of the values and ideals which underlay their development and may 
also fall short of common notions of decency or acceptability when applied to non-disabled 
people’ (Emerson and Hatton, 1994, p.iii). The Valuing People (white paper) (DoH, 2001) is 
based on four key prineiples of; promoting legal and civil rights, independence, choice and 
social inclusion of people with LD. This is why measures of QoL designed to be used with 
people with LD have been developed to address issues of choice, social inclusion and 
engagement, in addition to the domains typically addressed for non-disabled populations, such 
as satisfaction.
Two Methodological debates in measuring QoL in People with LD
1. Self-report versus proxy
There is debate in the literature over whether to directly question people with LD about their 
QoL, or whether proxies should be used instead. This debate has arisen because there are a 
number of difficulties associated with obtaining the views of people with LD. Schaloek et al 
(2002) argue that although it is important to ask an individual about their QoL, it is also 
necessary to take into account the suggestions, choices and perceptions of parents, spouses
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and service and support providers. This is of particular eoneem in the field of learning 
disabilities because many people in this population have no or limited verbal language skills. 
Whilst doing so however, the fact that these may differ markedly and centrally ftom the 
individual’s perspective, must also be recognised (Schaloek et al., 2002). Sigelman, Budd, 
Winer, Sehoenroek and Martin (1982) identified four standards that could be applied to judge 
the validity of the information gained when interviewing people with LD. Firstly, they found 
that the proportion of interviewees who could respond to a question regardless of the truth of 
their answers, varied as a function of the level of the respondent’s IQ. Secondly, they found 
that yes-no questions about activities gained higher responses than yes-no questions about 
subjective phenomena (e.g. happiness). Thirdly, Sigelman et al. (1983) found variable test- 
retest reliability when interviewing people with LD. Fourthly, Sigelman, Budd, Spanhel & 
Sehoenroek (1981) found that levels of acquiescence for items about choice varied from 44% 
to 71% m people with LD. Another difficulty with interviewing people with LD is recency 
(response) bias. This is where respondents choose the last option offered when presented with 
an either-or question or multiple-choice question. In addition to these three problems. Heal 
and Sigelman (1996) found that open-ended questions were associated with under-reporting. 
However Rapley and Antaki (1996) disagree with the conclusions drawn by Heal and 
Sigelman (1996). Rapley and Antaki (1996) used conversational analysis of eight interviews 
using the Schaloek and Keith (1983) QoL Questionnaire. They found that interviewees 
approached the interview as if  there were wrong or right answers and that interviewers were 
shepherding the interviewees to acceptable answers by reformulating and re-asking questions, 
and echoing back answers. These results question the research findings which assume that 
people with LD automatically acquiesce. If an interpreter (for example, signing) is used, then 
this could compromise confidentiality (Cambridge and Forrester, 2003).
2. Subjective versus objective measures
Some writers argue that only objective measures of QoL (for example, financial status) should 
be used whereas others argue that subjective measures should be used. The problem with 
only using objective measures to assess QoL in people with LD, is that this ignores the 
subjective psychological variables involved in QoL, for example, satisfaction and happiness. 
These are things that non-disabled people consider to be essential to the understanding and 
measurement of QoL. Hughes and Wang (1996) conducted a literature review of QoL 
measures and listed those which could be regarded as subjective psychological measures; 
satisfaction with aspects of life, feelings, perception of life, personal values and aspirations.
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self-concept, sense of general well-being, happiness and personal dignity. Edgerton (1990) 
views QoL as being a measure of the conditions under which life is lived and argues that there 
are not objective standards by which one can define a decent or reasonable QoL. Hatton 
(1998) argues that there are so many problems in assessing subjective indicators of QoL that 
these should not be used. Hensel, Rose, Stenfert Kroese and Banks-Smith (2002) reviewed 
research looking at subjective measures of QoL. They found it is now commonly agreed that 
a satisfactory measure of QoL should include both subjective and objective measures 
(Emerson, 1985, Raphael, Brown, Renwiek and Rootman, 1996). These issues of whether to 
use objective or subjective measures, whether to ask individuals or proxies and what domains 
a measure should cover will be discussed now in relation to the different approaches of the 
different models and measures of QoL. In order to measure the QoL of a person with LD, 
clinicians could use any of a number of the QoL models that have been developed. Three 
models of QoL will now be discussed. Following this, three QoL will be discussed that could 
be used to evaluate the QoL of a person with LD.
Models of QoL
Felee and Perry (1995) proposed a model of QoL that integrates subjective and objective 
approaches. An individual ranks the relative importance they place on a broad range of life 
domains, physical well-being, material well-being, social well-being, development and 
activity, and emotional well-being. They argue that the significance of either the objective or 
subjective assessment of a particular life domain is interpretable only in relation to the 
importance that the individual places on it. Another model of QoL was devised by Schaloek 
et al (2002), an international panel of experts in the field. Schaloek et al. (2002) reviewed the 
literature and found that there was some consensus surrounding conceptualising QoL as; well- 
being, inter- and intra-personal variability, personal context, a life-span perspective, holism, 
values, choices and personal control, perception, self image and empowerment. They argue 
that the number of domains measured is less important than recognising that any model of 
QoL needs to have a multi-elements fiamework, realise that people themselves know what is 
important to them, and that the domains in aggregate represent a complete QoL construct. 
Schaloek et al. (2002) argue that variability means that domains of well-being will apply to or 
be experienced varyingly by different individuals and cultural groups. The authors also argue 
that QoL differs for an individual over time and between individuals, meaning that overall, the 
concept of having a good QoL may mean different things to different people. The Schaloek 
model argues that there are eight domains of QoL; emotional well-being, interpersonal
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relations, material well-being, personal development, physical well-being, self-determination, 
social inclusion and rights.
The Schaloek (2002) model of QoL is based on the five following principles that; firstly, QoL 
measures the degree to which people have meaningful life experiences that they value; 
secondly, that QoL measurement enables people to move towards a meaningful life that they 
enjoy and value; thirdly, that QoL measures the degree to which life’s domains contribute to a 
full and interconnected life; fourthly, that QoL measurement is undertaken within the context 
of environments that are important to people, where they live, work and play; and finally, that 
QoL measurement for individuals is based upon both common human experiences and unique, 
life experiences. Schaloek and Verdugo (2002) reviews 9749 abstracts, 2455 articles and is an 
in-depth study of 897 articles meeting stringent criteria. Through this they were able to 
identify the three most common indicators of the eight domains of QoL identified by Schaloek 
et al. (2002). These are; emotional well-being (contentment, self-concept, lack of stress); 
interpersonal relations (interactions, relationships, supports); material well-being (financial 
status, employment, housing), personal development (education, personal competence, 
performance); physical well-being (health, activities of daily living, leisure); self- 
determination (autonomy/personal control, goals and personal values, choices); social 
inclusion (community integration and participation, community roles, social supports); and 
rights (human, legal). Schaloek and Verdugo (2002) conclude that these are the core domains 
and indicators of the domains of QoL. From this process, it can be viewed that these would 
be the best set of domains to use when measuring and evaluating the QoL of people with LD. 
An analysis and review of this number of research articles addressing QoL is a very robust 
method of determining which indicators of these eight core domains of QoL should be used. 
The authors also produced a list of descriptors of these domain indicators. These measures 
that assess and evaluate QoL by looking at a number of domains comprehensively covering a 
person’s life, adopt a systems perspective into QoL work (Bronfenbrenner, 1979). This 
reflects that people live in a number of different systems that influence their values, beliefs 
and attitudes (Schaloek et al, 2002). The Schaloek domains are intended to allow for multiple 
perspectives and systems-led analysis to be mcornorated into OoL m^^^rp-mfnt
Researchers at the World Health Organisation (WHO) have developed a model and measure 
of QoL (the WHOQOL, WHO, 1995). The WHO model identified the following domains as 
facets of QoL; physical, psychological, level of independence, social relationships, 
environments and spirituality. Although this model has a predominant focus on health, it 
recognises the need to measure both subjective and objective factors in QoL and was
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developed across numerous centres in different cultural settings. This model is parallel to and 
consistent with the domains proposed in the Schaloek (2002) model. This above discussion 
has examined models of QoL, our attention now turns towards examining measures of QoL.
The Life Experiences Checklist
The Life Experiences Checklist (LEG) (Ager, 1990; 1998), was based on the traditions of 
normalization and focuses on the extent to which people have the ‘ordinary’ experiences of 
life commonly judged as valuable by people in the general population. Ager (1998, p. 11) 
stated that using the LEG ‘alongside other measures, may provide a picture of the QoL 
facilitated by the service’. The items in the LEG were selected on the basis that each 
experience being measured is potentially accessible to everybody. This means that this scale 
can be used with people with LD and non-disabled people and data can be related to general 
population norms. The LEG comprises 50 objective items distributed evenly across five 
areas; home, leisure, relationships, freedom and opportunities for self-enhancement. 
Individuals or proxies can complete the instrument. The scale is an objective measure and 
interpretation of the data depends on the availability of population norms (Cummins, 2001). 
Ager (1990) examined the reliability of the scale using test-retest procedures with twenty 
college students. Ager (1998) reported that the scale has high inter-rater reliability.
Critique of the LEG
The reliability of this scale was based on a study with only twenty participants who were 
college students. This small sample used does not mean the scale will be reliable when used 
by people with LD or proxy reports (Cummins, 2001). Cummins also argues against the scale 
allowing proxy reports of QoL, viewing this as an invalid procedure of reporting subjective 
QoL. Ager (1990, 1998) reported a 0.80 correlation between people with LD and proxy’s 
reports on the LEG. Murphy, Estien & Glare (1996) confirmed these findings in relation to 
the total scale score but not in relation to the sub scale scores, where proxies significantly 
underestimated the Relationship score and overestimated the Freedom score. Cummins 
(2001) reported that the validity of the LEG is adequately measured against an objective index 
of community involvement and that the scale appears to have adequate sensitivity to 
differences in living environments. Cummins (2001) stated that the LEG is useful as a 
measure of objective differences in the circumstances of living within different environments, 
but that firstly, the subscale structure has not been confirmed through a formal means, such as
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factor analysis; secondly, it does not measure subjective well-being and thirdly, that the 
subscales do not adequately cover the key ordinary experiences of life. Cummins (2001) 
concludes that despite Ager developing the tool as such, that the LEG is not a QoL measure. 
The LEG appears therefore, to be a somewhat reliable measure of objective QoL factors, but it 
ignores subjective QoL factors. It is largely agreed that a good QoL measure needs to address 
both objective and subjective factors. The scale being able to be completed by individuals 
themselves or proxies, is useful providing that proxies reports are not viewed as being as valid 
as individuals’ own reports. Another problem with the LEG is that it is simply a checklist of 
experiences, and a good measure of QoL should be more than a measure of whether or not an 
individual experiences an array of life experiences.
The Quality of Life Questionnaire
The QoL Questionnaire (QoLQ) (Schaloek and Keith, 1993) was designed to be used with 
individuals or proxies when individuals can not respond, (the results are used as if the 
individual had reported). This 40-item questionnaire assesses four QoL factors; satisfaction, 
competence/productivity, empowerment/independence, and social belonging/community 
integration. Rapley and Lobey (1995) found the scale was psychometrically adequate when 
used in a UK sample, that the factor structure is robust and cross-culturally comparable. 
Stancliffe (1999) used the Empowerment section of the QoLQ to compare the scores of 63 
people with LDs and the proxy responses of their carers and found substantial positive 
correlations. Stancliffe (1999) concluded that the QOL-Q Empowerment factor is sufficiently 
reliable for use by both self-report and proxy respondents, but that proxy data must not be 
used as if it is interchangeable with consumer self-reports. Stancliffe (1999) argued that 
where differences exist between individuals and proxies, that the proxies may not be wrong, 
rather this may simply be a reflection of differences of opinion.
Critique of the QoLQ
Rapley and Beyer (1998) used the QOLQ in a study of 12 adults with LD and found that when 
adaptive behaviour levels were controlled for, the participants’ QoL and social integration had 
somewhat increased during the two-year interval between when they were first studied to the 
follow-up. These results mean that this QoL measure is sensitive to change, and this is a 
necessary criterion for any QOL measure. However, it is disappointing, that there was no 
significant change over time in mean scores on the Social Belonging subscale. This suggests 
that the people with LD did not have a greater sense of feeling that they belonged in their
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communities over the two-year interval. This is an important area for future intervention, to 
make people with LD feel a greater sense of social belonging. Two problems with this study 
is that the sample size is very small (meaning only non-parametric statistics could be used) 
and that four of the participants had insufficient verbal abilities and for these people, care staff 
were used as proxies. Another issue with this scale is that one of the four factors of QoL it 
addresses is satisfaction and although this concept is used extensively as a measure of QoL, 
there are a number of problems with using satisfaction as a measure of QoL.
Satisfaction as a measure of QoL
Hensel et al (2002) state that satisfaction is frequently used as a measure of QoL and in 
service evaluation as an outcome measure. They caution that satisfaction should not be used 
as a measure of QoL because this concept is stable across time and individuals. Studies of 
satisfaction have found that satisfaction tends to be consistently high, that most people rate 
themselves as more satisfied than average on all domains of life, and that, except under 
unusual circumstances, there is a remarkably weak relationship between a person’s degree of 
satisfaction and the material aspects of their lives (for example, Costa, McCrae and 
Zonderman, 1987; Cummins, 1987). This argument is supported by Cummins (1995) who 
reviewed a number of studies of satisfaction in different groups and found that despite 
significantly different life conditions, in all the groups, life satisfaction came out at a mean of 
75 /o. This suggests that regardless of the varying QoL conditions, all people expressed a 
similar level of satisfaction and this implies that the concept is not discriminating between low 
and high QoL. Studies of satisfaction in people with LD have also found that this group 
report being satisfied with their lives and such results are explained in terms of this group 
having low expectations, little choice or a lack of experience (Flynn & Saleem, 1986; Raphael 
et al., 1996). Raphael et al. (1996) argue that when people state high satisfaction with life in 
an environment of poor quality, that this may be because they are unaware of other 
possibilities or because they believe they have to suppress the importance of some 
possibilities. Felce (1996) studied people with LD living independently and found that they 
reported being satisfied despite experiencing many adverse conditions. Felce explained these 
results in terms of people with LD having low expectations. These findings suggest that 
satisfaction should not be used as a QoL concept alone. According to Hensel et al (2002) a 
number of researchers have suggested that the satisfaction a person expresses about an aspect 
of their life might be directly related to the importance that they attach to that aspect. 
Cummins (1995a) argues that any measure of satisfaction needs to be mediated by a measure 
of importance because of the stability of satisfaction as a concept. I will now discuss a third
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measure of QoL, which addresses the satisfaction that people experience in relation to the 
importance they place on facets of their life.
The Comprehensive Quality of Life Scale (Com-Qol )
Cummins (1997a) developed a QoL scale. The Comprehensive Quality of Life Scale 
(ComQol), which can be used with the general population (ComQol-A; Cummins, 1997a) and 
people with mild to moderate learning disabilities (the ComQol-ID). This measure covers the 
following domains; material well-being, health, productivity, intimacy, safety, place in 
community and emotional well-being. Each form has a measure of objective QoL across the 
seven domains, and a measure of the importance of, and satisfaction with, these domains. The 
objective measure consists of three questions for each domain and has a scoring protocol. 
Importance and satisfaction are both measured on Likert scales. The ComQol-A has a five- 
point scale for importance and seven-point scale for satisfaction. The ComQol-ID has a visual 
ladder to measure importance and a series of faces from happy to sad to measure satisfaction. 
The ComQol-ID also has a pre-test protocol on two of the three scales to determine whether 
the participant is able to understand the use of the scales. Participants are given a pre-test in 
which they have to rank order two, then three, then five bricks according to size, and then 
relate them to the visual ladder to the request ‘ I want you to point to the step that matches 
each brick. Where does this brick go on the step?’. Participants are then asked to identify 
something that is important to them and where they would put it on the ladder. This allows 
the interviewer to determine whether the participant can manage the two-, three-, or five-step 
scale to measure importance. To measure satisfaction, a similar procedure is followed using 
faces representing happiness and sadness. The interview does not proceed if  the participant 
fails the procedures. An acquiescent responding scale is administered, to screen out and 
exclude from further testing, participants who give acquiescent responding. The scale 
combines importance and satisfaction to give an overall measure of subjective QoL rather 
than exploring the relationship between these factors directly. Cummins, McCabe, Romeo, 
Reid and Waters (1997) evaluated the ComQoL with 59 people with LD, using responses 
from their caregivers and 69 university students. Psychometric data on the test has been 
reported in four studies of the ComQol-ID (Cummins, 1997a; Cummins et al. 1997) and 17 
studies of the ComQol-A (Cummins, 1997a).
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Critique of the ComQol
An advantage of the ComQol is that it has parallel versions for non-disabled and learning 
disabled populations. Cummins (1995) argues that is very important to measure QoL for 
people with LD using the same measures as for non-disabled people. It also has an 
acquiescence scale to rule out this bias, theoretically making it a good tool to use with people 
with LD. The ComQol measures the domains suggested by Felce and Perry (1995). Its 
accompanying manual instructs administrators to regard the derived objective and subjective 
indices as separate measures. Cummins (2001) argues that this is a good procedure because 
combining the objective and subjective measures into a single index would be invalid. Perry 
and Felce (2002) used the ComQol-ID with a random sample of 154 adults with learning 
disabilities and found that approximately two-thirds of the sample were either not able to 
respond or exhibited response bias (acquiescence or recency). Hatton and Ager (2002) argue 
that these results suggest that QoL interviews will not produce valid and reliable information 
for the majority of people with LD. Felce and Perry (2002) found that individuals and proxies 
had high concordance between responses on a objective measure, but low concordance on a 
subjective measure. Cummins (1997) argues that it is invalid to rely on the use of proxies to 
measure subjective QoL. Hatton and Ager (2002) argue that if proxy responses are invalid, it 
appears that using quantitative measures of subjective QoL will not be possible for most 
people with LD. Cummins (2002) however disagrees with Hatton and Ager (2002). 
Cummins (2002) argues that people with an upper moderate or mild LD can respond to 
subjective QoL scales in a reliable and valid way, and that it is not true that it is not possible 
to use quantitative measures for the majority of people with LD.
Hensel, Rose, Stenfert Kroese and Banks-Smith (2002) interviewed thirty-one people with LD 
using the Com Qol-ID and thirty-one matched controls using the ComQol-A. They found that 
participants with learning disabilities generally had significantly higher importance scores for 
all the ComQol domains than the non-disabled controls, with the exception of health and 
community involvement. These results mean that the people with leaning disabilities judged 
all domains of their life to be very important to them. Hensel et al (2002) suggested that the 
people with disabilities in their study may have placed such high importance on life as a 
reflection of their awareness that they are different from their non-disabled peers and their 
aspirations. They also found that the importance that people with LD placed on domains of 
their life did not correlate with how satisfied they were. Satisfaction did not correlate 
significantly with any objective measures for either group except for the domains of emotion 
and community. Hensel et al (2002) concluded that these findings support previous findings.
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that satisfaction with life is not necessarily related to objective circumstances (for example, 
Cummins, 1996; Edgerton, 1996). They cautioned that satisfaction as a single concept should 
not be used alone as a measure of QoL or service provision. Instead Hensel et al (2002) 
suggested using measures that address people’s aspirations, preferences and opportunities for 
choice. These factors are also the predominant themes running throughout the Valuing People 
white paper.
An advantage of the ComQol is that it can be given to the general population and people with 
LD, meaning that normative data can be generated. A criticism of the ComQol by Hensel et 
al (2002) is that the questions do not differentiate between living in and owning or having 
control over your own home. The participants with LD in their study may have lived in 
similar facilities, but did not own or have control over who they lived with. The participants 
with LD also did not participate much in community events, or spend as much time with 
friends as much as controls did. Cummins (2001) listed eight criteria for an adequate measure 
of QoL; that it should measure both objective and subjective QoL; that each objective and 
subjective dimension should be measured through a number of life domains; with the domains 
in aggregate representing the total QoL construct; that measures of domain satisfaction should 
be weighted by the importance of each domain to the individual; the instrument should have 
adequate reliability, validity and sensitivity; the instrument should be brief, simple to 
administer and easy to score; and finally, that a pretest should be used to establish that 
respondents can comprehend the question. The Schaloek (2002) model fulfils many of these 
criteria, and therefore Cummins supports using this approach.
Conclusions
This essay has presented a number of models and instruments designed to measure and 
evaluate QoL in people with LD. Evaluating these measures has shown that none of these 
tools are perfect; each has its advantages and disadvantages. Overall however, the Com-Qol 
seems to be the best of the three discussed, because of the adaptations and concrete visual aids 
that facilitate the understanding of people with LD, it has parallel versions for people with and 
without disabilities, has the acquiescence screening and treats the objective and subjective 
measures separately. Even without experience of having applied any such measures either 
clinically or in research, it is concluded this tool has the edge over the other two measures.
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The fact that people with LD are now being asked about their QoL is an important 
development because historically this was not the case. It is recognised that a valid measure 
needs to ask an individual themselves about their QoL, but where this is not possible, due to 
the individual not having the required verbal skills, then a proxy would need to be used as an 
alternative viewpoint. How an individual’s QoL is assessed is an artefact of the purpose of 
the results. Within the research field, people are looking to develop a gold standard measure 
of QoL with robust psychometric properties. I feel that what is important is that clinicians do 
not rely solely on one measure alone in making an assessment of QoL because this would be 
to the detriment of the individual. Clinically, the results of a single tool would not provide the 
richest picture of QoL.
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Introduction
The term conduct problems covers a number of disorders in children, including; oppositional 
defiant disorder (ODD), conduct disorder (CD) attention deficit hyperactivity disorder 
(ADHD). Anti-social behaviours in children reflect social rule violations and are actions 
against others (Kazdin, 1997). Many children display anti-social behaviours during 
childhood, for example, fighting, lying or stealing. However the extent to which antisocial 
behaviours are viewed as CD depends on the fi*equency, intensity and chronicity of these acts, 
whether these are isolated acts or part of a larger constellation of behaviours (syndrome). 
Also important is whether these behaviours lead to significant impairment of the child as 
judged by the child’s parents, teachers or others in the system. ODD refers to a pattern of 
conduct problems characterised mainly by tantrums and defiance (Behan and Carr, 2000). 
The main behavioural feature of CD is a pervasive and persistent pattern of antisocial 
behaviour, which extends beyond the family to the school and community. It involves serious 
violations of rules; and is characterised by defiance of authority, aggression, destructiveness, 
deceitfulness and cruelty. The prevalence of ODD and CD varies from 4 to 14%, depending 
on the criteria used and the population studied (Carr, 1993). An important feature of conduct 
disorder is that it is more prevalent among boys than girls, with male/female ratios ranging 
from 4:1 to 2:1 (Brosnan & Carr, 2000). This is an important diversity issue because it 
suggests that what is being addressed in this essay is largely how to treat males presenting in 
this way.
Clinically, a distinction is made between ODD and CD; ODD is a less pervasive disturbance 
than CD, and is recognised as a possible developmental precursor for later CD (Behan and 
Carr, 2000). To meet DSM-IV (APA, 1994) criteria for ODD, a child would need to have 
displayed a persistent pattern of negativistic, hostile and defiant behaviour for more than six 
months, distinguishing it from transient adjustment reactions characterised by defiance and 
tantrums. For CD, the DSM-IV criteria is a repetitive and persistent pattern of behaviour in 
which the basic rights of others or major age-appropriate societal norms or rules are violated, 
with the presence of 3 behaviours in the past 12 months with at least one present in the past 6 
months. DSM-IV (APA, 1994) also distinguishes between childhood-onset and adolescent- 
onset subtypes of CD. Kazdin (1995a) found that pre-adolescent children with oppositional 
behavioural problems, temper tantrums, defiance and non-compliance confined largely to the 
family, school and peer group, constituted one-third to a half of all referrals to child and 
family mental health clinics. It has been found that there is a high level of comorbidity of 
ODD or CD with ADHD, although precise figures are not available (Kazdin, 1995). Children
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with ODD display anger and irritability (affective states) and have relationship difficulties 
with parents because of the child’s defiance of parental instruction to conform to rules for 
appropriate behaviour, and a difficulty in maintaining a warm and positive parent-child 
relationship. The child’s defiance may also cause difficulties with relationships with teachers 
and their aggression may cause problematic peer interactions. According to Carr (1999) CD 
is one the most costly childhood disorders because; firstly, they are remarkably unresponsive 
to treatment; positive outcome rates for regular treatment ranges fi-om 20-60%. Secondly, 
about 60% of children with conduct problems have a poor prognosis; they have significant 
adverse outcomes, including; criminality, school failure, and unemployment. Thirdly, they 
are inter-generationally transmitted, so adults with a history of CD are more likely to rear 
children with CD. There are also some genetic links.
There has been a huge amount of research addressing conduct problems in children. 
Therefore I have been selective and will only be looking at ways of treating ODD and CD and 
excluding treatments for ADHD. There is a huge debate surrounding using medication to 
treat conduct problems in children, especially ADHD. Whilst it is recognised that medication 
can play a role in the management of conduct problems in children, this essay is focusing on 
psychological treatments of conduct problems that appear to have an evidence base. I will 
first discuss the individual cogmtive- behavioural approaches to therapy, before turning my 
attention to parenting approaches, developmental pathways and family interventions before 
conclusions will be drawn. I will give greater coverage to parent management training than 
family approaches, because the latter has been studied extensively and therefore has a larger 
evidence base available. The discussion will take a developmental approach by addressing 
treatments for both younger (preadolescent) and adolescent children with conduct problems, 
because developmental pathways and risk factors for developing later conduct problems have 
been identified and the current literature has increasingly focused on early intervention 
(Woolfenden, Williams and Peat, 2002).
Individual approaches 
Cognitive Behavioural Problem-Solving Skills Training.
According to Kazdin (1997), whilst ODD also has distinctive cognitive and affective features 
and particular social difficulties. It has been found that young people with conduct problems 
show distortions and deficiencies in various cognitive processes (ways of perceiving, coding 
and interpreting the world) and that they have a limited internalisation of social rules and
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norms. In ambiguous social situations, aggressive youths tend to misinterpret others’ intent as 
hostile intent, and then respond with aggressive retaliative behaviour (Crick & Dodge, 1996).
The aim of the cognitive-behavioural therapy (CBT) approach has been to overcome the 
deficits in social cognition and social problem-solving experienced by many children and 
young people with CD. The CBT interventions researched have been; problem-solving and 
ways of generating alternative solutions to interpersonal problems, identifying the ways of 
obtaining particular ends or consequences of one’s actions. The cognitive-behavioural view 
of aggression is that it is not just triggered by environmental events, but by the way these 
events are perceived and processed. This addresses how the child makes appraisals of 
situations, anticipates the reaction of others and makes self-statements in response to 
particular events. The problem-solving skills-training involves individual children and young 
people developing interpersonal problem-solving skills by addressing the thought processes 
involved in their decision-making in interpersonal situations, teaching children how to engage 
in a step-by -step decision making approach to solve interpersonal problems. They use self- 
statements (e.g. self instructional training) that direct attention to certain aspects of the 
problem or tasks that lead to effective solutions. Modelling and direct reinforcement is used 
by therapists to foster prosocial behaviours, since these behavioural choices (solutions) to the 
problems are very important. During treatment children begin applying these cognitive- 
behavioural problem-solving skills to real-life situations. Most of these programmes have 
been designed for a group format. However, it could be quite dangerous to have large groups 
of anti-social, children together so the groups are kept very small, the group interactions are 
very structured in content, and contingency management programs are typically used to 
promote using these skills and limit inappropriate behaviours.
Kendall, Reber, McLeer et al. (1990) compared CBT with supportive Psychodynamic therapy 
in the treatment of conduct-disordered youth. The 29 participants had a mean age of 10 years,
8 months (range 6 years 10 months to 13 years 2 months) and (interestingly from a diversity 
standpoint) they came from urban environments, 26 were males and 3 females and 28 were 
black, and 1 was Hispanic. All the children were diagnosed as having CD and 5 had 
comorbid ADHD. Participants in both conditions, received an average of 20, 50-minute 
sessions, once or twice per week for four months. Parametric statistics were used and they 
found that both treatments produced some significant gains, but that the CBT treatment 
produced modest behavioural changes; teachers’ ratings of self-control and prosocial 
behaviour and child s self-reports of social competence. These results were clinically and
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statistically significant. These findings were consistent with previous studies including 
Kazdin, Edsveldt-Dawson & French et al., (1987).
Strengths of this study were that it utilised random allocation to treatment conditions, and 
used outcome measures from multiple sources; teachers and parent ratings. It also used 
reliable and valid measures of functioning as outcome measures; namely the parents and 
teachers versions of Child Behaviour Checklist (Achenbach & Edelbrock,1983) and the 
Conners’ Teacher Questionnaire) (Conners, 1969) both of which are widely used in clinical 
practice and research making results easily compared across studies. They also incorporated a 
self-report measure. Major limitations of the study was that it did not investigate whether 
treatment effects were maintained, at say 1 year follow-up and by using a cross-over design, 
with all children receiving both conditions meant that any follow-up would not distinguish 
differential treatment effects.
Evaluation of CBT
In theory CBT is a useful treatment for CD because this is a disorder where cognitive deficits 
are implied. Several controlled outcome studies using clinical samples have found that the 
cognitive-behavioural individual treatment leads to therapeutic changes (Kazdin, 1997), 
providing an evidence base of effectiveness of this treatment. There are also manualised 
forms of treatment available; therefore treatment can be evaluated in clinical practice. Kazdin 
(1997) argued that although evidence has shown that cognitive processes change with 
treatment, there has not been any evidence that establishes that change in these processes is 
correlated with improvements in treatment outcome.
A key problem with the CBT approach is that it can be difficult to get the children to actually 
use the skills learned during the sessions, outside of the therapeutic setting (Kendall, Reber, 
McLeer et al. 1990). However, a study by Bierman & Greenberg (1996) aimed to enhance the 
generalisability of the CBT skills taught, by teaching these skills in their school environment 
where they are to be used. Another difficulty with this approach is in getting the young 
people to maintain these skills over extended periods of time after the intervention has 
finished (Lochman, 1992). To promote generalisability, most programmes include practising 
the skills in various settings. Upon reflection, it is not very helpful to utilise expensive 
therapist time teaching skills to young people if these skills are not then applied in real-life 
settings or if they don’t retain these skills once therapy has finished. The biggest problem
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with this approach is that it only focuses on the individual child, and ignores the contextual 
factors that CD develops within and the systems that children grow and live in. Now family 
approaches that address these broader factors outside the child will be discussed.
Family Approaches
Parent Management Training (PMT)
Patterson (1982) found that oppositional behavioural problems develop within the context of 
coercive patterns of parent-child interactions (where the child’s deviant behaviour is rewarded 
by the parent) and a lack of mutual, parental support. Parent management training refers to 
procedures where parents are trained in the clinic to alter their children’s behaviour in the 
home. This approach is based on principles of operant conditioning and focuses on the 
contingencies of reinforcement; relationships between behaviours and the environmental 
events that influence behaviour. This addresses the antecedents (setting conditions/events), 
the actual behaviours and the consequences of the behaviours. The goals of PMT are to 
remedy the parenting practices associated with the development of CD. These are; firstly, to 
alter the pattern of interchanges between parent and child so that prosocial, rather than 
coercive behaviour is directly reinforced and supported within the family. Secondly, to 
improve the quality of parent-child interactions, by increasing parental warmth and 
responsiveness. Thirdly, to improve parents’ abilities to monitor and supervise their children. 
Fourthly, to teach parents more effective discipline strategies.
Evaluation
The behavioural principles applied to CD have been widely and effectively applied outside the 
context of CD. For young children, PMT has been clearly demonstrated as effective in both 
group and individual formats (Webster-Stratton, 1982, 1984, Patterson, 1982). Group 
administration of PMT has been made possible by the development of video-taped materials, 
such as Webster-Stratton (1996), making it less time-consuming and expensive than 
individual sessions. The availability of such treatment manuals is a major advantage and 
these materials have been rigorously evaluated. Controlled studies have shown clinically 
sigmficant changes at post-treatment and follow-up assessments and have been shown to be 
effective with parents of conduct-disordered children (Webster-Stratton, 1996). A drawback 
being that this approach requires specialist training.
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A significant proportion of children with CD do not show a significant response to these 
interventions and for those that do respond, behaviour problems are often not reduced to a 
normative level (Fnck, 2001). Kazdin (1997) argued that several characteristics of treatment 
appeared to influence outcome. Brief and time-limited (for example, <10 hours) interventions 
were less likely to show benefits with clinical populations and that more durable effects occur 
with programmes of 50 to 60 hours of treatment. A problem with this is that such intervention 
may not be achievable within the cost-effective model of therapy available in child services in 
the NHS today. Treatment effects were also enhanced by the use of particular training 
components; providing in-depth knowledge of social learning principles, including timeout 
from reinforcement in the behaviour-change programme and level of therapist skill in 
programme deliveiy. The behavioural parent training approach to the treatment of 
preadolescent conduct problems has generated more empirical research than any other 
approach (Kazdin, 1997). This approach has been well evaluated in numerous randomised 
controlled outcome trials of PMT with children and adolescents ranging in age from 2-17 
years and with a severity of oppositional and conduct problems (for example, Brestan & 
Eyberg, 1998). Kazdin (1997) has outlined a number of strengths of this approach from 
reviewing these treatments. Firstly, treatment effects have been evident in marked 
improvements in child behaviour on a wide range of measures, including; parent and teacher 
reports of deviant behaviour, direct observation of behaviour at home, school and institutional 
records (for example, rearrest rates). Secondly, the effects of treatment have been shown to 
bring levels of problematic behaviours of treated children within normative levels of their 
peers. Thirdly, follow-up studies show that gains are maintained 1-3 years after treatment. 
Fourthly, there is some evidence (e.g. Long, Forehand, Wierson & Morgan (1994) cited in 
Kazdin, (1997) that gains were maintained 10-14 years later, although such longer term 
follow-up rarely takes place. Another very important benefit of PMT is that siblings of 
children referred for treatment also improve, even without them being the focus of the 
intervention. This is important because siblings of conduct-disordered youth are at risk of 
severe antisocial behaviour (Kazdin, 1997). Maternal psychopathology, particularly 
depression has also been found to improve following PMT (Kazdin, 1995).
A limitation is that most of the outcome studies have investigated PMT when delivered in 
climc-settings. A more recent approach has been to carry out the PMT in community-settings.
In training there are also problems of parental engagement and high drop-out rates. Bailey
(2001) argues that these can be somewhat tackled through the therapist sensitively and 
collaboratively using cognitive-behavioural methods to modify the parental beliefs. The
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biggest problem with this approach however, is that it is not effective with the most 
dysfunctional families characterised by many risk factors associated with childhood 
dysfunction (Kazdin, 1995; Miller, 1990). Frick (2001) suggests that therapists should pay 
particular attention to contextual factors that may prevent parents from being able to use the 
techniques taught in PMT programmes, to increase its effectiveness; including parental 
depression or substance use, high rates of marital conflict, or lack of social support for parents 
Miller (1990). The onset of ODD typically occurs during the pre-school years and these 
oppositional behaviours are a concern because in the longer term they may be part of a 
developmental pathway where these contextual factors play a role.
Developmental Pathways
It has been found that for a proportion of children, ODD evolves into CD in adolescence and 
anti-social personality disorder in adulthood (Loeber and Stouthamer-Loeber, 1998). Research 
findings by Patterson (1996), Moffitt (1993) and Hinshaw, Lahey & Hart (1993) provided 
evidence of two developmental and diverse pathways for children developing CD, differing 
m; the timing of onset, the correlates associated with the disorder and the long-term outcome. 
The “childhood-onset pattern”, where children show; severe antisocial behaviour prior to 
adolescence, several enduring psychological vulnerabilities (for example, neuropsychological 
impairments and family dysfunction) and are at high risk for a severe pattern of violent and
antisocialbehaviourintoadulthood. The“adolescent-onsetpattem” showamoresudden
onset of severe conduct problems that coincide with the onset of adolescence, typically with 
less dysfunctional family backgrounds, are less likely to display cognitive impairments, 
impulsivity and overactivity difficulties, have more successful peer interactions and show 
better adult adjustment than the child-onset conduct problem group (Moffitt, Capsi, Dickson 
et al, 1993; Moffitt & Capsi, 2001).
Lehman and Dangel (1998) identified three classes of risk factors for the developmental 
pathway of later difficulties in children with ODD; child characteristics, parenting practices 
and family organisation difficulties. Children were characterised as; aggressive, impulsive 
and inattentive and having a difficult temperament. Problematic parenting practices found
were; ineffective supervision & monitoring of children, providing inconsistent consequences
for rule violations and failing to provide reinforcement for prosocial behaviour. The parents 
were also characterised by engaging in harsh, lax, erratic and inconsistent discipline practices. 
There was evidence of dysfunctional relations amongst parents; less acceptance of their
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children, less warmth, affection and emotional support, and less attachment in comparison to 
the parents of non-CD children (Rutter and Giller, 1983). Family organisation problems that 
make children with ODD more likely to develop adolescent CD are; parental conflict, 
aggression and violence, a high level of life stressors, a low level of social support and 
parental psychological adjustment problems, for example, depression, criminal behaviour and 
substance/alcohol abuse (Lehmann and Dangel, 1998). The families were; less supportive and 
displayed more defensive communication among family members, had less participation in 
family activities, and more clear dominance of one family member. CD was found to be 
associated with undesirable living conditions such as large family size, overcrowding, poor 
housing and disadvantaged school settings. These conditions place stress on the parents or 
diminish their threshold for coping with everyday stressors. It is thought that the net effect is 
that in the parent-child interactions, parents inadvertently engage in behavioural patterns that 
sustain or accelerate antisocial and aggressive interactions (Patterson, Capaldi & Bank, 1991). 
Kazdin (1997) argued that CD in children and adolescents develops within the context of 
multiple and reciprocal influences, that affect each participant (child and parent) and the 
systems in which they operate (family, school) and that effective treatment needed to address 
these multiple domains. The role of these familial factors in the development of CD are 
ignored by the cognitive and behavioural approaches, but are the focus of family approaches 
to treatment.
Family approaches
(1) Functional Family Therapy (FFT)
This FFT approach has integrated ideas from systems, behavioural and eognitive views of 
dysfunction. Clinical problems are viewed from the functions they serve in the family system 
and for individual members of the family, based on the assumption that problem behaviour is 
a child is the only way some interpersonal functions can be served within the family. 
Treatment aims to alter the interactions and communication patterns among family members 
and to foster more adaptive functioning. Behavioural techniques such as reinforcement and 
contingency management are used to change maladaptive interactional patterns and improving 
communication. Research by Alexander & Parsons (1982) found that families of delinquents 
was characterised by higher rates of defensiveness in their communications, blaming and 
negative attributions, and lower rates of mutual support compared to families of non­
delinquents.
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Evaluation.
There have not been many outcome studies evaluating FFT, but those that have been done 
have focused on the difficult to treat populations (for example, multiple offender delinquents) 
and found good outcomes, Frick (2001) suggests that a useful way of engaging parents and 
addressing wider parental issues and contextual factors is to utilise (FFT). This approach has 
been found to be effective in treating older children and adolescents with CD in severely 
distressed families from diverse economic and socio-economic backgrounds. This is a good 
feature because it shows diversity is being addressed by some models of therapy. Alexander 
& Parsons (1973) and Parsons & Alexander (1973) found that FFT was effective in reducing 
adolescent offending behaviour. Alexander, Holtzworth-Munroe and Jameson (1994) found 
that FFT led to greater changes than other types of family therapy (for example, client-centred 
family groups, psychodynamically- oriented family therapy) and control conditions. Outcome 
measures used were improved family communications and interactions and lower rates of 
referral to and youth contact to courts. Gordon, Graves & Arbuthnot (1995), followed-up a 
cohort of multiply offending adolescents and who received FFT and found that improvements 
were maintained into early adulthood. A drawback of this study is that it did not utilise a 
randomised allocation to treatment groups, but in its favour, it did select participants fi*om 
lower-class backgrounds and those with more serious offending behaviour. An important 
outcome measure used in FFT is evidence of change in therapeutic processes and outcome 
studies have found that improved communication in treatment has been consistently found in 
outcome studies (for example, Alexander and Parsons, 1973). Alexander & Parsons (1982) 
have produced a treatment manual for FFT, which will facilitate further evaluation of this 
approach. Cottrell and Boston (2002) reviewed systemic family therapy for children and 
adolescents and concluded that there is good evidence for the effectiveness of systemic 
therapies in the treatment of CD. The evidence suggested that multi-systemie therapy may be 
required in order to treat adolescents with more complex conduct problems.
(2). Multi-Systemic Therapy
Multi-Systemic Therapy (MST) Henggeler & Borduin (1990) and Henggeler (1994), is based 
on the view that problems in children’s adjustment like CD, are embedded within the larger 
family context of the child’s peer, school and neighbourhood. The approach has expanded 
family systems theory and involves a detailed individualised assessments that determine the 
particular factors involved with an adolescent’s offending behaviour. This approach combines 
different therapeutic interventions from; strategic and structural family therapy, parent
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training, marital therapy, supportive therapy, and social skills training. The interventions are 
individualised and flexible, are available in treatment manuals (assisting evaluation) and 
therapists receive regular supervision. Important features of this approach are that therapists 
have an average caseload size of 4-8 families and are available to the family 24 hours a day, 7 
days per week. Sessions are held in the family’s home and in other community settings. The 
average time in therapy is four months.
Evaluation
Henggeler, Rodick, Borduin et al. (1986) evaluated the effectiveness of MST with repeat 
offenders compared with the usual service provision. They found that parents reported a 
significant decrease in behavioural problems. Henggeler & Borduin (1990) reported findings 
from 156 juvenile delinquents, (mean age 15.1 years), all with multiple arrests (mean 4.1). 88 
offenders and their families received MST, ranging from 5-54 hours (mean, 23). The content 
of these hours varied on an individual basis; 83% received family therapy, 60% had a school 
intervention, 57% involved some peer intervention. 28% of the youths received individual 
CBT skills therapy, and 26% of their parents received marital therapy. Henggeler, Melton and 
Smith (1992) carried out the follow-up of this cohort, conducted as a randomised controlled 
trial of MST, comparing MST with the usual treatment (court orders) for chronic and/or 
violent offenders. They found significant improvements in recidivism for the MST group and 
the treatment gains were maintained at 30-month follow-up (Henggeler, Melton and Smith, 
Schoenwald and Hanley, 1993) At 4-year follow-up, only 26% of the youths who underwent 
MST were rearrested, compared with 71% of the control group receiving usual treatment. 
These latter researchers estimated that the cost of MST was $2,800 per adolescent, in 
comparison to excess of $ 16,000 in the control group.
This treatment is widely regarded as a very good at managing conduct problems in children 
and adolescents, particularly in complex cases of very disturbed children (Sholevar, 2001). 
Kazdin (1998) reviewed empirically supported interventions for conduct disorders and 
concluded that functional family therapy and multi-systemic therapy were among the more 
promising treatments available in treating adolescents with pervasive conduct problems. This 
approach shows that such individual and community interventions can be rigorously 
investigated and been found to be effective at treating extremely aggressive and anti-social 
youth as thus contributing to the evidence base for what works with children with CD. 
Cottrell & Boston (2002) argue that the main problems with this approach is that; firstly, it is
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not clear which of the ingredients of this approach are essential for the reported positive 
outcomes.
Secondly, it is unclear how the therapist decides which components to select. This 
intervention and many of the family approaches also incorporate individual work with 
children and this can make it difficult to separate out the effects of the different components of 
the intervention. Thirdly, the research and practice of this approach all comes from the USA 
where family therapy encompasses broader range of therapies and as part of a very different 
treatment model than in the UK healthcare system (Cottrell & Boston, 2002). A major 
strength of this approach is that it reduces the need for out-of-home placements in institutions 
and specialist fostercare. This latter intervention although has been found to be effective, it is 
a last-resort intervention utilised when all else fails. An advantage of the MST approach is 
that it emphasises assessing the individual needs of children and young people (and 
intervening early), which fits with a central theme of the Children’s National Service 
Framework (DoH, 2004). However, I feel that it is unlikely that child and adolescent services 
in the NHS would adopt an approach where therapists have caseloads of 4-8 families given 
the need for cost effective therapies within the context of waiting list management having to 
meet government- targets for waiting times. Other minor limitations of these outcome studies 
is that they have not been carried out by independent groups of researchers not involved in the 
design of the therapy and the availability and cost of training in this approach. Many of the 
family based approaches are based on cognitive and behavioural principles (Estrada and 
Pinsof, 1995). I have worked from a systemic approach whilst using PMT with the parents of 
a 3-year old boy referred for his temper tantrums, defiance and aggressive behaviour at home 
who would meet criteria for CD. This is an example of how in every day practice, eclecticism 
is the norm, which is encapsulated in the MST approach.
Woolfenden, Williams and Peat (2002) carried out a meta-analysis of eight randomised 
controlled trials of family and parenting interventions for children and adolescents (age range 
10-17) with CD and delinquency. They found a significant difference between the 
intervention group (multi-systemic and multidimensional intervention fostercare) and the 
usual intervention group (group care or probation). They found that family and parenting 
interventions significantly decreased; the amount of time spent by juvenile delinquents in 
institutions at follow up, significantly reduced the risk of being rearrested initially and at 
follow-up. In one of these trials they found a statistically significant reduction in sibling 
delinquency at 2.5 to 3.5 years follow up after a short term behavioural family intervention; 
preliminary evidence that these interventions may also reduce future sibling delinquency
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(Woolfenden, Williams and Peat, 2002). This finding is very important because it shows how 
family approaches tackle how CD affects the child and all of those around them.
Conclusions
The evidence base shows that the group of children who show greatest improvements after 
parent management training are the younger age group of children (under 8 years) who have 
less severe behavioural disturbances. This finding highlights the need to focus on preventing 
CD in young children beginning to show problematic behaviour and the need for better 
interventions for older children and adolescents with more severe conduct problems, to 
address the two developmental pathways (Frick, 2001). For adolescents, neither PMT nor 
individual therapy are sufficient in combating these problems, and a multisystemic if possible, 
or a family approach at least is needed. My clinical experience would suggest that (where 
possible) both an individual CBT and a family approach (or a family approach that 
incorporates individual work) would be the most useful way of managing conduct problems in 
middle childhood and adolescents. The above discussion has highlighted the risk and other 
factors that make these children and families more difficult to engage in therapeutic work. In 
clinical practice where cases are complex, families are often offered individual and family 
therapy, but some families are unwilling to engage in this, so some other ‘family work’ is 
utilised with varying success and no outcome studies of this more eclectic approach.
Major limitations of many studies of treatments for CD are that the have mostly been 
conducted in the USA, which is culturally different fi*om the UK. Additionally, the race of 
participants is not often reported and nor addressed. Given that CD is more prevalent in boys 
than girls, it would be interesting for treatments to explicitly address whether treatment effects 
differ by the sex of the child. Given the factors that can identify children or boys at risk, it 
would be interesting to address how girls in complex families express this, since they do not 
seem to present to services with conduct problems like their male siblings. It cannot be 
ignored that the vast majority of treatments available for children and adolescents have never 
been tested in a controlled or uncontrolled trial (Kazdin, 1988). For example, there is 
insufficient evidence to draw conclusions about the effectiveness of psychodynamic child 
psychotherapy (Wolpert et al., 2002). Even given the recent developments in finding the 
family and systemic approaches that work with children and adolescents with complex CD, 
there will always be children, who for a variety of reasons, who do not access these 
interventions or whose CD remain despite any intervention (Woolfenden, Williams and Peat,
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2002). Through closer identification and prevention work and utilising the approaches found 
to be effective, it is hoped that the poor prognosis of CD can be avoided for greater numbers 
of children, siblings and their families in the future.
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Older People Essay
Discuss how psychological theory and therapy can make a 
contribution to working with issues of loss and bereavement 
in relation to older people. To what extent do they 
accommodate issues of social and emotional context and 
issues of cultural diversity and difference?
Year 2
July 2005
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Introduction
Sadness and grief are two of the most commonly accepted and expected emotions, but there is 
a huge variety in the range of responses seen in the bereaved (Pachana, 1999). According to 
Averill, (1979), bereavement refers to the real or symbolic loss of a significant object, which 
may be human or nonhuman, tangible or intangible. Grief and mourning was regarded as 
being two distinct aspects of bereavement. Grief is the behavioural face of bereavement, 
which is ‘a set of stereotyped physiological and psychological reactions of biological origin’. 
Mourning, however, is the social face, that is, a “conventional pattern of response dictated by 
the mores and customs of society” (p. 341) (Averill, 1979).
Older adulthood is characterised as being a time of loss and bereavement (Wisocki, 1998). 
Bereavement is a normal response to loss, experienced by people of all ages, but it is typically 
experienced more often and more regularly to older adults (Paehana, 1999). Older people 
differ from younger adults in that they often experience multiple losses. The death of spouses, 
friends and family, pets, alongside losses in other domains; their physical health, 
work/occupation and position in society, sense of independence and home, they may also lose 
their cogmtive fimctioning, if they begin having memory problems or dementia. It is the 
accumulation of various losses that makes the biggest difference between younger adults and 
older people. Reactions to bereavement differ among people, due to differences in age and 
culture, and also due to the individual characteristics of the mourner, including their social 
context, the deceased and their relationship (Paehana, 1999).
There have been a number of different approaches to bereavement developed across different 
models or schools of thought in psychology, therefore there is a wealth of literature, both 
theoretical and empirical research that has addressed loss and bereavement across the lifespan. 
Therefore in this essay, I will be selective and have chosen to discuss approaches that have 
either been influential in the literature or clinical practice or those with an evidence base. 
Since older people face numerous losses and I can not discuss them all here, so I have chosen 
to focus on the loss of older people’s spouses (conjugal bereavement) because this is where 
most research studies have focused. I will begin this essay by discussing what research 
evidence has found about the experience and consequences of bereavement in older people. I 
will then move on the discuss the most influential theoretical approaches to understanding 
bereavement and then address other approaches with a particular emphasis on examining how
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well they accommodate the social and emotional context of the loss and bereavement 
experience of older people, and issues of diversity and difference within these experiences.
Main Body 
Bereavement in Older People
The vast majority of bereaved people manage to make the emotional and social adjustments 
required of them without showing any significant mental health problems. However it has 
been found that bereavement may have a detrimental effect on mental and physical health 
(McKieman, 1996). Stroche and Stroebe (1987) carried out an extensive review of the health 
risks of the bereaved. They reported overwhelming support for the idea that bereavement may 
be a cause of mental illness and the bereaved have been found to be at increased risk of 
mortality, particularly older spousal-bereaved men (Stroebe & Stroebe, 1993). There is a 
significant minority who seem to be at risk of psychological difficulties, particularly 
depression. Jacobs, Melson and Zisook (1987) found that between 10-20% of the 800,000 
people in the United States who became widows or widowers suffered from severe depression 
during the first year of bereavement.
Adjustment to bereavement
There has been little research comparing or differentiating ways younger and older men and 
women respond to bereavement (Wisocki, 1998). Some research evidence shows that older 
people are less well adjusted than younger people. Skelskie (1975) found that the affective 
experience of grief is more subdued or flat in older cohorts and argued that this may be a sign 
that they are experiencing disinhibited grief or depression, or signalling a relinquishing 
interest in life. Older people are more likely to express a sense of inadequacy, loss of purpose 
in life and an unwillingness to “go on” without the deceased (Wisocki, 1998). Some grief 
reactions may be exaggerated among older bereaved individuals, including apathy, self­
isolation and idealisation of the deceased. Sanders (1981) found that older bereaved widows 
people (aged over 65), had more persistent adjustment problems than younger widows (under 
65), in comparison with matched controls who were not bereaved. The findings show that 
while younger bereaved people are at higher risk for both physical and mental health 
problems, the elder bereaved experience distress and symptomatology that are disturbing and 
has adverse effects on their health. Patemak et al. (1994) found that the elderly bereaved 
experience problems with sleep, social support, self-esteem and impaired functioning. Lund 
(1989) found that the loneliness expressed by many bereaved older people was the biggest
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difficulty they faced, alongside lacking the skills to deal effectively with the problems of daily 
living. Lund (1989) found that intervening by teaching older bereaved adults necessary skills, 
resulted in increased self-esteem, independence, capacity to get along with others and ability 
to deal with their grief.
Hill, Thompson and Gallagher (1988) found that elderly bereaved women who had anticipated 
or spontaneously rehearsed for their loss by discussing funeral arrangements, financial 
security, feelings about being left behind and future prospects, were more poorly adjusted 
after their loss, reported significantly more health problems, and tended to show greater levels 
of depression than those widows who had not rehearsed the death of their spouse. They also 
found no relationship between expectancy of death and the subsequent bereavement 
adjustment. Averill and Wisocki (1981) argue that anticipated loss, in comparison with 
sudden loss, should be more detrimental to older rather than younger people. They argue that 
this is because older people frequently experience death of friends and family and receive 
several reminders of their own vulnerability to mortality. Anticipation of an aversive event 
can potentially be a source of stress itself. Caring for a dying partner may also provide 
purpose and satisfaction to the lives of the elderly care giving partner. Therefore in the loss of 
the spouse, also brings other the losses of these positive attributions, affiliations, role and 
identity (i.e. of being a spouse).
In contrast there are research findings that find older people are better adjusted to the loss 
experience than younger people. Some evidence suggests that, in comparison to younger 
adults, older adults tend to experience fewer severe grief reactions, show lower levels of 
distress and mental health problems following bereavement (Breekenbridge et al., 1986; 
McKieman, 1996). Bettis and Scott (1981) found that the difference between the two age 
groups is in the consequences; these problems are more severe and more long-lasting for older 
bereaved people than the younger bereaved.
Evaluation
The majority of bereavement studies are carried out with younger adults and there has been 
little research looking at bereavement in older people. Another problematic issue is that there 
is research available to supporting both arguments, making it difficult to evaluate. Future 
research is needed to further investigate bereavement in older people. A problem with some 
of the studies is with the definition of ‘older adults’ (starting at 53), which does not reflect 
current life expectancy or conceptualisation of the ‘age’ of ‘older people’. Consequently this 
does not reflect the current age range of ‘older people’ used within the NHS for services for
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older people. Other disadvantages of the research is that the samples have been biased; 
predominantly female participants and not from diverse cultural groups, thus not reflecting the 
bereavement experiences of people in diverse cultural groups. This suggests that 
psychological research into bereavement generally and older people specifically has ignored 
issues of diversity and difference.
Theories of Grief and Bereavement 
Psychotherapy
Freud (1917) as cited in Bonanno and Kaltman (1999) wrote in his paper “Mourning and 
Melancholia”, that the “work of mourning” is to sever “attachment to the non-existent object” 
(p. 166). According to Freud, normal mourning work involves repeated “reality testing” where 
gradually the ego is free of its investment in the “lost object”. Complicated or “pathological” 
mourning was seen as arising from intense ambivalence that impeded this attachment process. 
Although Freud was describing depression rather than grief, his views have dominated the 
bereavement literature over much of the past centuiy (Bonanno and Kaltman, 1999).
Evaluation
Stroebe and Stroebe (1987) argued that despite the popularity of the grief work approach to 
mourning in the literature and clinical practice, there was little empirical evidence to support 
this theory. This approach assumes that everybody who has suffered a loss or bereavement 
must go through grief work in order to come out of the end of their period of bereavement in a 
well-adjusted state. Wortman and Silver (1989) argue that evidence does not support the idea 
that working through a loss is associated with lower emotional distress and that distress post­
bereavement is not inevitable or necessary. Research by Gilewski, Farberow, Gallagher and 
Thompson (1991) found that many bereaved younger and older people do not experience 
depression after bereavement and the initial reaction tends to be stable over the next few 
years. Moos (1995) argues that a major disadvantage of the grief literature is that it addresses 
individual experience rather than family process.
Attachment theory
Bowlby (1977) argued that our response to the separation from and loss of an attachment 
figure is hard-wired biological response consisting of; protest, yearning, searching, 
withdrawal, apathy and loss of appetite. According to Bowlby (1980) how individuals react 
to loss depends on certain childhood experiences, particularly the pattern of parental
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attachment behaviour. According to Attachment Theory, a secure base has to be provided for 
the infant by the attachment figure to enable development of a secure pattern of attachment. 
From this the child builds implicit mental models of relationships between self and others and 
develops schemas about how their relationships work. A secure working model gives the 
individual the confidence that a protective, supportive figure will be accessible and available 
and that s/he is competent to confront environmental demands, such as loss. By contrast, 
having an insecure working model leaves individuals feeling devalued and incompetent. This 
style develops when parents are rejecting or neglectful of the child’s needs for emotional, 
social and material support and encouragement. Insecure working models engender a sense of 
uncertainty .about the availability and accessibility of a supportive attachment figure and instil 
anxiety about one’s ability to meet environmental challenges. These internal working models 
are later used by the individual to interpret experiences and as ways of viewing the world. 
Research has shown us that there are individual differences in the vulnerability to 
bereavement complications and that some individual are more susceptible to developing 
complicated grief reactions than others. Attachment theory provides a useful framework for 
understanding different patterns of adjustment to loss (Parkes, 2001; Shaver and Tancredy, 
2001). It would be expected that bereaved persons whose dominant way of relating to others 
is marked by excessive dependence, compulsive caregiving, defensive separation and an 
unstable or disorganised attachment style that oscillates between approach and avoidance in 
relationships to be at heightened risk of complicated grief (Neimeyer et al. 2002). Research 
shows that securely attached individuals are less likely than insecurely attached individuals to 
be in need of, or benefit from, grief interventions (Stroebe, Schut and Stroebe, 2005).
Further support for the attachment model comes from the continuing bonds paradigm. The 
attachment perspective views bonds between the living and deceased as continuing and as 
performing an important adaptive function. It is thought that this fosters the continuity of 
identity, reinforces coping efforts and provides comfort and support during the transition to a 
new life. Several recent studies have provided empirical support for this (Bonanno et al, 
1998; Shuchter & Zisook, 1993). Shapiro (1994) pointed out that not all cultures share 
cultural assumptions about death severing “all bonds to the deceased”, using examples of 
traditional Greek and Chinese cultures that assume a more enduring “sense of presence”, a 
sense of the ongoing involvement and spiritual nearness of the deceased. Rosenblatt (2001) 
outlines how the mourner in this traditional British culture is expected to “let go” and “move 
on” in a short period of time and how this is at odds with some cultures, for example, Italian 
or Greek cultures where mourning may be expected to last a lifetime. The attachment 
perspective seems to be more accommodating of bereavement responses in diverse cultures.
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Bonanno and Kaltman (1999) proposed an integrated model of.bereavement, taking aspects of 
attachment theory, which addresses four domains of bereavement; the context of the loss, the 
continuum of the subjective meanings associated with the loss, the changing representation of 
the lost relationship, and the role of coping and emotion-regulation processes. They also 
address how these four domains interact with each other. However this is a relatively new 
approach that has not been empirically investigated.
Evaluation
The attachment model is useful because it shows that there are some bereaved individuals who 
need help and derive benefits from grief counselling and therapy. These are those individuals 
who have been unable to cope with loss ad for whom, the grief reaction has “gone wrong” in 
some way (Stroebe, Schut and Stroebe, 2005). The term complicated grief refers to grief 
reactions which show a marked deviation from the normal pattern and which are associated 
with maladjustment and psychiatric problems (Stroebe et al., 2000). Wahl (1970) described 
the symptoms of pathological grief as having profound feelings of irrational despair and 
hopelessness; an inability to accept or deal with feelings of ambivalence toward the deceased 
person; loss of self-esteem; self-blame for the death; an inability to proffer affection to others, 
loss of interest in planning for the future; protracted apathy, irritability or hyperactivity 
without appropriate affect. These symptoms only become pathological if they are unduly 
prolonged or expressed in such a way that leads to maladaptive behaviour (Wisocki, 1998). 
Risk factors for poor bereavement outcome are factors such as; the traumatic nature of the 
death of a loved one, concurrent other stresses, previous psychiatric problems, insecure 
attachment style, and initial high level of distress (Stroebe, Schut and Stroebe, 2005). 
According Stroebe, Schut and Stroebe, (2005) grief counsellors and therapists should focus 
their efforts on this subgroup of bereaved, thus indicating the role of specialist mental health 
services in the NHS. Since high levels of distress may also be a factor which motivates 
individuals to seek counselling or grief therapy, the need to seek out counselling may be 
another valid indicator that a person is at high risk for poor bereavement outcome (Stroebe, 
Sehut and Stroebe, 2005). McKieman (1996) argues that older people may require 
interventions over long periods of time and that the interventions need to be flexible and 
adapted to the individual’s unique reaction and needs.
Stage Theories
In stage theories, grief is presumed to pass though a set of normal stages toward resolution; 
shock, protest and yearning, disorganisation and despair and finally, detachment, 
reorganisation and recovery. Worden (1984) believes individuals need to engage in four tasks
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of grieving; to accept the reality of the loss, experience the pain of the loss, adjust to an 
environment without the deceased, and withdrawing emotional energy and reinvesting it in 
another relationship. The focus of therapy is on the completion of these tasks, which is 
achieved by; getting the client to talk to the deceased, using role-play, linking objects and 
photos, (i.e. touching special items, such as clothing, pictures of the deceased) and the empty 
chair technique. Worden (1984) also emphasises the therapeutic relationship as a vehicle to 
provide the client with social support. Worden argues that pathological grief occurs when 
these four grieving tasks have not been completed.
Evaluation
Worden’s (1984) stage model has been very influential in clinical practice working with 
issues of loss and bereavement, but there has been little research evaluating therapy based on 
this approach. Miller et al. (1994) adapted Interpersonal psychotherapy (IPT) for a group of 6 
clients who suffered depression after the loss of their spouse based on Worden’s approach. 
IPT focuses on four areas of difficulty; loss and grief, transition in roles, interpersonal 
disputes and interpersonal deficits. Miller et al. (1994) found that IPT was an effective short­
term treatment for bereavement-related depression in older people. This is an interesting 
development because it demonstrates an attempt in the field to evaluate therapies for older 
bereaved people which, unfortunately seems to be quite scarce. According to Bonanno and 
Kaltman (1999) alternatives to the grief work view have only recently been considered and 
this is why there are few empirical studies that addressed the hypotheses about grief that this 
view makes.
Wortman and Silver (1989) argued that stage theories were built upon Freud’s (1917) concept 
that grievers must “work through” their losses and that those who show no grief are abnormal. 
Proponents of the stage theories indicate that bereaved people may not experience all stages 
and that they may not follow the designated order, but that missing a stage or experiencing a 
stage out of order is often regarded as indicative of pathological grieving. The stage theories 
also outline the emotional reactions which occur at each stage. According to Wisocki (1998), 
stage theories do not report that the bereaved who fail to show significant distress are at risk 
for later pathology. These theories however acknowledge that people who do not show 
distress post-bereavement may be viewed negatively within the societal context for failing to 
grieve correctly. Critics argue that the stage theories pathologise people whose grief and 
emotional reaction lay outside those put forward by the model. Shapiro (1994) argues that 
such approaches make culture-bound assumptions about the normal course of grief, which 
focus on individuals rather than relationships, deny the enduring nature of our important
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attachments and pathologise variations from cultural prescription. Shapiro (1996) argues that 
the mental health field makes a number of assumptions about grief that do not fit with those 
held by people from outside of mainstream British or North- American cultures. The 
assumptions held include: the belief that grief is a private experience; that immediate, open 
expression of feelings is necessary for healthy resolution of grief; that bereavement has a 
special endpoint; and that an ongoing relationship with the deceased is pathological (Shapiro, 
1996).
CBT
Kavanagh (1990) suggested a cognitive-behavioural therapy (CBT) approach to bereavement 
and grief intervention, and outlined useful strategies. He advocates using guided mourning, 
which involves controlled exposure to stimuli and cognitions associated with the deceased to 
prompt the usual emotional response, particularly where avoidance is an issue. Gradual 
activation; returning to former roles and developing new ones, is particularly important where 
the bereaved was gaining most of their support and reinforcement for their role as a bereaved 
person. This also allows the person to gain reinforcement from other areas of life. Building 
up and increasing social supports, is useful when the person has been left isolated and alone, 
and suffering from loneliness or is becoming over-dependent on one source of support which 
can not fulfil the person’s needs. Kavanagh (1990) advocates therapists using Soeratic 
dialogue to seek out the evidence for especially negative cognitions and examine their 
validity. This would use thought challenging to control aversive moods by replacing overly 
negative cognitions about the loss and the future with more positive and fimctional ones. For 
example, if the person blames him or herself for not calling the doctor sooner or for not being 
at the hospital bedside at the time of death, or where the person feels there can be no future 
without the partner. A focus on guilt is important when survivors blame themselves for the 
death or when there were problems in their relationship with the deceased.
Moorey (1996) proposes using traditional cognitive techniques such as challenging negative 
automatic thoughts, as well as exploring “realistic” negative thoughts. The first step involves 
the patient accepting that their (overly) negative thinking is maladaptive in nature. The 
therapist can then guide clients to look at the advantages and disadvantages of the negative 
thinking. Soeratic questioning can be used to direct the client to the effect of their 
ruminations on their ability to enjoy the areas of life that are open to them and the effect on 
their relationships with family and friends. This does address the impact of loss on people in 
the client’s social network. Recording negative thoughts can establish how much time they 
spend engaging in uneonstructive thinking and how much time is available for constructive
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engagement with life. Moorey (1996) also recommends using distraction techniques to reduce 
negative thinking. He suggests that sometimes scheduling time for worry or grieving can be 
helpful to free time for more constructive activity and the “worry” time can be used more 
productively, either problem-solving or ‘effective grieving’. Moorey (1996) however does 
not articulate his understanding of ‘effective grieving’. Activity scheduling can be effective in 
helping to distract, to enhance self-efficacy, increase their sense of personal control and 
reverse the circle of helplessness. Problem-solving can be used to help identify an area of 
their life that can be controlled generates a more general sense of control.
Evaluation .
Researchers within the CBT field are good at outlining what occurs within therapy and helps 
psychologist work with people’s negative emotions as affected by their cognitions. Moorey 
(1996) has made a very helpful contribution by outlining how psychologists might address 
issues surrounding bereavement using a CBT approach. However, there has not been any 
research that has evaluated the effectiveness of CBT with working with issues of bereavement 
in older people and this is needed. CBT has an evidence base for psychological problems 
such as depression, anxiety disorders or low-self esteem, which could result from the 
bereavement or be complicated grief reaction. There is also an evidence-base of research 
demonstrating that CBT is effective in treating these psychological problems in older people 
(for example, Gallagher-Thompson, Hanley- Peterson & Thompson, 1990). A major criticism 
of CBT however, is that it treats psychological difficulties as occurring to individual people 
without fully addressing the social context of the psychological problem. Additionally this 
approach also does not accommodate issues of difference and diversity. CBT was originally 
developed based, white, middle-class, people living in North America, without reflecting 
cultural diversity. CBT has been applied clinically to more diverse groups of people, but the 
theory and therapy do not situate the presenting difficulties, such as bereavement within the 
social context that they develop nor addresses the impact of the bereavement beyond the 
individual client coming for therapy.
Systemic Perspectives
Family therapy approaches to bereavement look at resource building and collaborative 
meaning-making strategies to help explore family strengths and recognise realistic stressors 
(Shapiro, 1996). From a family systems perspective, loss is viewed as a transactional process 
involving the dying and deceased with the survivors of death and continuity of life. A 
systemic approach considers the impact of the death of a family member on the family as a 
functional unit, with immediate and long-term consequences for every family member and all
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other relationships (Walsh and McGoldrick, 1998). Systemic approaches consider the family 
challenges posed by the death and the interactional processes that promote resilience and 
healing in the aftermath of loss. Throughout history and in every culture, mourning beliefs, 
practices and rituals have facilitated both the integration of death and the transformations of 
survivors. In most cultures, death and grief are experienced as naturally occurring stages in 
the intergenerational family life cycle and its circumstances may alter the consequences and 
the meanings of the death in different cultures. Corwin (1995) and Walsh and McGoldrick 
(1998) advocate using the family life cycle model to help understand and work with issues of 
bereavement. This approach involves assessing the family’s location in a family-life cycle; 
the developmental process that was interrupted by the death. In this model, mourning and 
adaptation has no fixed timetable or sequence. Coming to terms with the loss involves finding 
ways to make meaning of the loss experience, put it in perspective and continuing life. The 
multiple meanings of any death are transformed throughout the life cycle, while they are 
integrated into individual and family identity with subsequent life experiences and losses 
(Walsh and McGoldrick, 1998). Therapy proceeds to help initiate a developmental crisis and 
rebuilding the family identity both in managing disrupted family roles or functions and in 
sharing and managing newly intensified emotions. Family members need to create new 
shared strategies for functional and emotional stability that will meet both individual and 
family needs, to support their ongoing, shared development guided by the family’s cultural 
expectations (Shapiro, 1996).
Evaluation
The clear advantages of developing a family systems approach to working with issues of loss 
and bereavement is that it fully incorporates both the emotional and social context that 
bereavement occurs in within. Addressing bereavement from the family life cycle approach 
incorporates the social, cultural, and historical context of a family death (Shapiro, 1996). It 
also brings the wider family and/or social network into the therapy room. For example, in a 
situation where a client’s husband had died, the female’s children and grandchildren would be 
invited to sessions to look at the impact of grandfather’s death on all family members to 
resolve the difficulties posed by the bereavement.
A criticism of this approach however, is that it can also make assumptions about a ‘normal’ 
family life cycle and fail to address family differences, including culturally based differences 
Shapiro (1996). The advantage of adopting a systemic approach to working with issues of 
loss in older people is this accommodates the social context of the loss. Insufficient attention 
had been given to the immediate and long-term effects of death for partners, parents, children.
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siblings and extended family. The mental health field has failed to appreciate the impact of 
loss on the family as an interactional system. However few in the family therapy field have 
addressed loss and the approach has not been empirically evaluated. A culturally diverse 
assessment of bereavement, needs to address the family’s relationship to cultural traditions by 
obtaining information about the cultural background of both parents of clients, the clients 
perception of their own and family’s adjustment to this culture, previous histoiy of losses, the 
circumstances surrounding the death and responses to the loss. Shapiro (1996) argues that in 
working with loss and bereavement of culturally diverse families, clinicians need to be 
mindful of stressors such as historical losses of immigration or systemic social oppression and 
in current realities of poverty and racism. He argues that a family’s construction of cultural 
beliefs and practices around grief, varies with culture of origin, immigration status, socio­
economic class and many other factors. Shapiro (1996) stresses that culturally diverse 
families are not as likely to turn to health services for support during a life crisis and that 
health services are organised to meet the needs and expectations of white, educated, middle- 
class families and lack full cultural sensitivity.
Social Constructionist
Social constructionist approaches address the implicit beliefs held and assumptions made by 
the dominant culture. Social constructionist theorists argue that grieving varies markedly 
across places, times, and groups in how, when or even whether emotions that might be taken 
as grief are expressed, how much bereaved individuals seem to be preoccupied by the death 
and how much the death alters daily routines and interactions. Grieving varies markedly 
across cultures in how death is understood, the possibility for friture reunion with the dead, the 
meaning of various forms of emotion following the death, the things to say to self and others 
following the death, and the things believed about the death (Rosenblatt, 2001). Culture 
clearly impacts on the emotional expressiveness of people following a death and this is 
regarded as being a social construction. Social constructionists argue that grief is constructed 
throughout the life span, in the full context of life in culture and society. Most of the other 
theories of grief outlined above assume that the experience of loss is universal, social 
constructionists argue that this may not be so. Therefore it is unwise to rely on evidence 
regarding grief from a ‘single set of lenses’ (Rosenblatt, 2001). The social constructionist 
approach gives a useful way of examining assumptions held about grief and the social context 
it develops in, but this approach does not give a clear outline of how this theory applies in 
clinical practice.
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Conclusion
The literature on bereavement is extensive; however, it has focused on individual mourning 
processes and attended narrowly to grief reactions in the loss of a significant dyadic 
relationship (Walsh and McGoldrick, 1998). There is an extensive body of literature on 
bereavement, but relatively little research has been done with older bereaved people. The 
literature on psychological interventions with older people reflects a field which is still early 
in its conceptual and research development in which, even in the most explored areas, the 
research base is suggestive but not definitive (Smyer et al. 1990). It is clear that more 
research is needed addressing bereavement in older people and empirical evaluation of the 
bereavement interventions being used is also needed. It is disadvantageous that many of the 
theories and therapies developed for working with bereavement were not developed for older 
people. Therefore these do not consider the range of needs of older people, such as working 
with the accumulation of multiple losses. Many of the theories and therapies examined in this 
essay fail to accommodate the social context that losses develop within and issues of diversity 
and difference in bereavement experience, such as the range of emotions expressed. Overall 
the systemic approach seems to provide the best understanding of the social and emotional 
context of loss experienced by older people.
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Adult Mental Health Placement Summary
Tooting and Furzedown Community Mental Health Team/East Merton Primary Care
Service
With Jane Street and Dr. Deborah Cullen
October 2003 to March 2004
On this placement I earried out elinical interventions with adults ranging from 18 to 59 years. 
This was a split plaeement between a CMHT and a CBT Primary care serviee.
At the primary eare serviee I worked with adults presenting with anxiety disorders, including; 
panic disorder, phobias, mild obsessive-eompulsive disorder. This speeialist serviee 
exclusively used a CBT approach due to the strong evidenee base for this approach in working 
with anxiety disorders. I earried out my serviee-related researeh project at this service. This 
was an audit of GP referrals to the service aeross the two referring boroughs.
At the CMHT I worked with adults presenting with severe and enduring mental health 
problems ineluding; depression, psychosis, obsessive-compulsive disorder. The main elinical 
orientation was CBT, although my supervisor adopted an eclectie approaeh, whieh I was 
influenced by. Group work was carried out alongside another trainee clinieal psychologist on 
an inpatient ward. The remit for this group intervention was to provide patients with 
approaches to looking after their mental health needs beyond medication.
The work was earried out in a multi-diseiplinary team setting and did some liaison with 
professionals from other diseiplines, ineluding social work and psychiatry. I attended a team 
away day and workshops including Managing Change in the NHS and X.
I also attended a Christine Padesky CBT eonference on Harnessing hope and redueing relapse.
Additionally I eompleted a neuropsyehologieal cognitive assessment of X.
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People with Learning Disabilities Placement Summary
Gravesend Community Team for People with Learning Disabilities 
(West Kent NHS Trust).
With Allan Davies
April 2004- September 2004
This placement was based in a eommunity learning disability team. I worked with elients, 
their families and earers with a range of presentations, ineluding; challenging behaviour, 
autism speetrum disorders, anxiety disorders, assessing parenting skills. These involved 
working with ehildren, young people and adults with learning disabilities. My supervisor had 
a purist approaeh to elinieal work, using exelusively a behavioural approaeh. Theoretieal 
orientations used in the plaeement were behavioural and eognitive- behavioural where deemed 
appropriate.
Cognitive assessments were earried out using a range of assessment tools, some developed 
speeifically for people with learning disabilities. These were earried out to assess eognitive 
ability, for example, to assess whether elients had a learning disability.
Whilst on placement with the serviee, the team were undergoing a period of major 
reorganisation at a trust level. The impaet of this was that the multi-diseiplinary team had 
been dispersed into other loealities. This made it more diffieult to liaise and work 
eollaboratively with the whole range of different diseiplines. However, I was able to carry out 
some multi-diseiplinary team working with the psyehiatrists within the team. The team 
provided a service to people with learning disabilities across a wide geographieal area, 
including urban and more rural locations in West Kent.
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Children and Families Placement Summary
Merton Child and Adolescent Mental Health Service
With Georgina Bell and Dr. Patricia Thornton
October 2004- March 2005
This placement was split between a tier 2 child service and tier 3 CAMHS serviee. This 
provided a range of mild and eomplex presentations.
I carried out elinieal interventions with ehildren, adoleseents and their families with a broad 
range of psyehological eomplaints, ineluding; anxiety disorders, phobias, depression, self- 
harm, low self-esteem, anger and aggressive behaviour, eating disorders, sehool refusal, 
bullying, ADHD, autism spectrum disorders, attachment diffieulties, parenting issues, 
eneopresis and sleep diffieulties.
Work also considered the impaet of parental mental health on the young people by addressing; 
aleohol abuse, post-natal depression, depression, housing difficulties, parental separation, and 
maternal history of eating disorders.
Work involved individual ehild, parent and family interventions. I worked within systemie, 
narrative, behavioural and eognitive-behavioural orientations. I eo-ran a group for boys 
presenting with low self-esteem with my supervisor. This group ran alongside the elients’ 
parents group, run by a paediatrician and nurse therapist. With my supervisor I earried out 
staff training for health visitors addressing the psyehologieal management of behavioural 
problems in the under-5’s.
The young people ranged from age 3-16 years and reflected the diversity of an outer London 
borough with regards to ethnicity and socio-economic background.
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Older People Placement Summary
Sutton Community Health Team for Older People
With Lynn Beech and Dr. Victoria Hill
April 2005 -  September 2005
During this placement I worked elinieally with older people, their families and carers with 
functional mental health problems and organie diffieulties. The presentations ineluded; 
depression, anxiety, panie disorder, obsessive-eompulsive disorder, adjustment to age-related 
health problems, bereavement and grief work, stroke, eognitive deeline, memory problems, 
dementia and personality issues.
The main theoretieal orientations used were eognitive-behavioural, person-centred, 
behavioural and models of neuropsyehologieal assessment.
This service was based in a multi-diseiplinary team setting. I worked eollaboratively with 
eommunity psychiatrie nurses, psychiatrists and the oeeupational therapist. The Trust 
reorganisation that was oecurring during my plaeement, gave me the opportunity to observe 
how a team manages change within the NHS.
I partieipated in monthly psyehology (CPD) meetings.
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Specialist Placement Summary
St. George’s Eating Disorders Service
With Prof. Glenn Waller and Dr. Vicki Mountford
October 2005- September 2006
During this year-long plaeement I have worked mostly with women and one man presenting 
with a range of eating disorders. I have worked with people ranging from 23-47 years old.
I have worked with elients presenting with bulimia nervosa, anorexia nervosa, binge-eating 
disorder and atypieal eating disorders. I have worked with elients with eating disorders and 
eomorbid psyehologieal diffieulties including; depression, anxiety, low self-esteem, panic 
attacks, self-harm, obsessive eompulsive behaviours, trauma, multi-impulsive bulimia, drug 
and alcohol problems, parenting and ehild protection concerns, abusive and invalidating 
environments. I have also worked with parents with eating disorders, whieh has given me the 
opportunity to explore issues related to pregnaney and eating disorders. The main theoretieal 
orientation used was a purist eognitive-behavioural approaeh, in line with evidenee- based 
praetiee. I have also formulated clients using a sehema-foeused approaeh.
This is a multi-disciplinary service, whieh has given me the opportunity to work 
eollaboratively with professionals from other baekgrounds, including dietetics. I have jointly 
and independently earried out team assessments of people referred with either a query of the 
presenee of an eating disorder or for confirmation of an eating disorder. These assessments 
were presented at the team allocation meeting.
I have attended a series of eognitive-behavioural skills teaching sessions run by the elinical 
psychologists within the team. I attended a 2-day narrative therapy workshop run by Michael 
White. I have regularly attended a CBT supervision group. I have presented a elinical case to 
the team as part of our therapists meetings.
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Case Report Summaries
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Adult Mental Health Case Report Summary
Title: Cognitive therapy with a 37 year old female presenting with anxiety and panic
attacks.
Year 1- March 2004
Presenting Problem
This was a 37-year-old woman who was referred to the Primary Care service by her GP in 
October 2003. She was referred with anxiety and panie attacks, initially precipitated by 
driving to work. Her ethnie background is White British and English was her first language.
Assessment
At the assessment, she reported having been experieneing symptoms of anxiety and panie 
attaeks for approximately three years. She felt anxious whenever she approached or beeame 
stuek in traffie jams, whieh developed into her experiencing panic attacks whilst driving alone 
between work and home. The physical symptoms of anxiety were; breathing faster, an 
inereased heart rate, sweating, feeling faint and shaking and by emotional feelings: fear, dread 
and “sheer panie”. Her GP preseribed her a eourse of anti-depressants, whieh she has been 
taking for the last three years, she did not find helpful in reducing her distress.
Her understanding of her diffieulties was that the stresses at work had “got on top of me”, and 
that this precipitated her first panic attack. She then stopped doing many things on her own 
(safety behaviours) beeause she feared she would have a panie attaek (avoidanee). These 
panic attacks were prompted by her negative thoughts that she would lose eontrol.
Mary was bom in 1966, and has one older brother. She lived with both of her parents until 
she was 13 or 14, when they divoreed. When they were still living together, her parents 
argued frequently and sometime this would result in them physically fighting. Although 
neither of them were ever seriously hurt, Mary found witnessing these distressing.
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Mary got married when she was 18, and shortly after this she beeame pregnant. She had a 
baby boy who had a brain haemorrhage and only lived for 23 hours and then died. She 
expressed feeling responsible for his death. She later had two other ehildren, eurrently aged 
13 and 17.
In 2000, when her anxiety difficulties started, she was experiencing a stressful time at work 
because of her workload and began feeling very panieky when she was alone, and partieularly 
when driving to and from work. At that time in her life, she was working as a nursery nurse 
and was driving for two hours eaeh day, eommuting to and from work. The onset of the panie 
attaeks also eoincided with a diffieult period at home because of marital discord. For the past 
two years Mary has worked as a dental nurse and this change of jobs, gave her a shorter, 10- 
minute drive to work.
Mary presented for therapy at this time beeause, in her view, she had tried and unsueeessfully 
responded to medication. Mary was asked to eomplete the Beck Anxiety Inventory (BAI), 
whieh is a standardised measure of anxiety and has been shown to have good validity and 
reliability ^
Her initial score on the BAI was 19, which suggested moderate to severe anxiety.
Risk Assessment
I eondueted a risk assessment during the initial assessment and at subsequent sessions, 
assessing for suieidal ideation and self-harm and she was eonsidered to be at low risk of self- 
harm.
Formulation
The cognitive model was used as a fi-amework for understanding Mary’s anxiety and panie 
attaeks from a eognitive therapy perspective. Cognitive models have been developed for a 
range of spécifié psyehologieal disorders, ineluding panie. Clark’s (1986) model of panic is 
based on the idea that panie patients fear the experienee of eertain bodily or mental events. 
Aeeording to Clark’s (1986) model, safety-seeking behaviours are behaviours panic patients 
do in order to avoid the feared outeome. However these “safety behaviours” prevent their 
erroneous eatastrophie beliefs from being diseonfirmed and allow people to falsely attribute 
the non-oecurrenee of the feared eatastrophe (I’m going to lose control) to the use of the 
safety behaviour rather than eorrectly attributing it to the fact that anxiety would not eause
Clinical Dossier- Case Report Summaries
people to lose eontrol and thus maintain the panie. Aeeording to Wells (1997), the Clark 
model is useful because it fits Beck’s (1976) general model of anxiety, and it deals 
speeifieally with the cognitive factors involved with the eause and maintenance of panic.
In the year preeeding the onset of her panic attacks, Mary was facing stress at work and 
marital discord. She felt responsible for everything at home and that her husband did not do 
enough with the family. In situations where she pereeived feeling trapped, negative automatie 
thoughts sueh as, “I’m stuck” and “I’m going to lose eontrol” went through her mind. Despite 
detailed exploration, initially at least, Mary was unable to explain what this latter thought 
meant. These eognitions led to her feeling physieal symptoms of anxiety, which led to further 
negative thoughts of “I’m trapped” and “I ean’t get away”.
Intervention
She attended for 9 sessions of eognitive behavioural therapy.
Outcome
In the last session her BAI seore of 8, indieated mild anxiety, whieh showed progress in terms 
of symptom relief and the number of panic attacks she experieneed redueed. However, she 
was not totally panie free.
Other Behavioural Changes oeeurred including able to go shopping alone, and was able to 
manage driving alone for periods of up to an hour without using her safety behaviours 
(distraetion), or escape. Mary felt she had learned from the behavioural experiments that her 
anxiety did reaeh its peak before falling and no longer believed it eontinued increasing.
In my opinion, Mary had learned skills in identifying and ehallenging her negative thoughts.
Reformulation
A reformulation from a systemie approaeh was eonsidered.
Evaluation
Strengths:
> Mary made progress towards her goals.
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^  In terms of symptom, over the course of the therapy, Mary experienced fewer panie 
attaeks.
^  BAI seores redueed to a level indicating mild anxiety, which is a good outcome. 
Weakness:
>  However more sessions may have eompleted eliminated her panie attacks.
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People with Learning Disabilities Case Report Summary
Title: Cognitive behavioural therapy with a 19 year old female presenting with 
depression and a learning disability.
Year 1- September 2004
Presenting Problem
Fiona Hobbs is a 19-year-old woman who was referred by her GP to the psychiatrist in the 
community learning disability team. In the referral letter she was described as having a mild 
learning disability (LD) experiencing low mood (depression) and low self-esteem. She was 
assessed by the Senior House Officer and then referred to Psychology for psychometric 
assessment and cognitive-behavioural therapy (CBT).
Fiona and her mother attended an initial psychology assessment reported low self-esteem, and 
low self-confidence. Fiona’s understanding of her difficulties was that she had depression. 
Her ethnic background is White British and English is her first language.
Assessment
Fiona was bom in 1985, and has non-identical twin sister, called Hannah. They were bom 
prematurely at 32 weeks, was a very low birth weight and had required ventilation. She 
exhibited developmental delay and was purported to have Rubinstein-Taybi Syndrome. Her 
twin sister does not have a learning disability. When at pre-school she was diagnosed as 
having developmental delay and a mild learning disability by a clinical child psychologist. 
Fiona had difficulties at primary school and her parents wanted her to go to a special needs 
school from this age, but the local education authority refused. She attended mainstream 
school with her sister from the age of five to eleven years of age. At 11, Fiona attended a 
local comprehensive school while her sister Hannah went to a Grammar school. Fiona was 
bullied at the comprehensive school and at 14, she went to a special needs school. Fiona 
reported having enjoyed school from the age of 14. She left school at 16 and for three years 
she attended a college course for people with learning disabilities. She saw a counsellor at the 
college for two years. She has a number of friends at college and a best friend Jane. She 
attended the college course three days per week, and spent one day per week doing work 
experience at a local toyshop.
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According to her case notes, Fiona’s intellectual ability was assessed previously using the 
Wechsler Abbreviated Scale of Intelligence in March 2003. This cognitive testing revealed a 
full-scale IQ score of 67. As part of my assessment, I carried out the Wechsler Adult 
Intelligence Scale-Ill (WAJS-III) (Wechsler, 1997) with Fiona because the referrer requested 
this psychometric testing and I felt the results would be clinically useful in identifying her 
strengths and weaknesses. This is a standardised test of intelligence^. This WAIS testing 
showed she had a fiill-scale IQ score of 71, suggesting that she has a borderline LD.
Initial Investigations
Fiona was asked to complete the Beck Depression Inventory H (BDI-II) and her initial score 
was 44, which suggested severe depression and her individual responses also tied with the 
symptoms of low self-esteem.
Risk Assessment
I conducted a risk assessment during the initial assessment and at subsequent sessions as 
appropriate, assessing for suicidal ideation and self-harm, and she was considered to be at 
medium- low risk of self-harm.
Formulation
The cognitive model was used as a framework for understanding Fiona’s depression. 
Cognitive theorists (e.g. Beck, 1976) argue that depression is caused by individual’s early 
experiences leading them to develop particular dysfunctional assumptions (schemas and 
beliefs) about themselves, the world and the future. In Fiona’s situation, from a very early age 
she could have been acutely aware of her disability in comparison to her non-disabled twin 
sister. She was labelled as having a mild learning disability and struggled at mainstream 
school so attended a Special school, while her sister excelled and went to a Grammar school. 
This was the time when Fiona first started experiencing symptoms of depression and low self­
esteem. These early experiences could have led to the development of the core belief, "I am a 
failure", "I will never be on a par with my sister". At 16, Hannah started her A-Levels while 
Fiona begun a college course for people with disabilities. Fiona felt that their parents also 
treated them differently. Hannah was encouraged to go away to university to study English 
and Drama, but their parents discouraged Fiona from pursuing her ambition of becoming an 
actress.
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There is some research evidence supporting the use of cognitive behavioural therapy (CBT) 
with people with LD, although this is rather limited. This is largely because the use of this 
approach with this client group is still in its infancy and needs further research.
Intervention
We had eight sessions of CBT. I worked hard to develop the therapeutic relationship during 
the initial sessions, building trust and rapport. Fiona was well engaged in therapy, and 
attended all sessions. She learned skills in Identifying Negative Automatic thoughts and used 
behavioural experiments.
Her thoughts seemed to be centred around her core belief “I am stupid”, “I am a failure’ and 
“I am useless”. We examined the evidence for and against her NATS and core beliefs using 
the modified thought record. I drew on evidence from her WAIS testing which showed her 
strength in the vocabulary subtest as evidence against her belief “I am stupid”.
Outcome
I felt Fiona had made good progress throughout therapy but I felt she would benefit from 
further input to maintain gains and change made, and progress further. I was concerned 
because her BDI-II scores at the end of therapy still indicated moderate depression.
Reformulation
A  systemic intervention could focus on looking at the family system and the impact of change 
on the other family members.
Evaluation- Strengths
Over the course of the therapy, Fiona felt less depressed and she worked towards her goals 
and felt happier and more like her old self. Her BDI-II scores showed a reduction in 
depression scores from severely to moderately depressed, which is a good outcome. She 
learned skills in identifying NATs, and begun developing alternative, balanced view of 
herself.
Weaknesses
I did not use the assessment for suitability of PLD for CBT as outlined by Dagnan and 
Chadwick (1997). She developed skills in identifying NATs, but she still required assistance
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in challenging these. Another limitation of this intervention is that I used the WAIS as a 
measure of intelligence and there were a very small number of people with LD used in the 
population this test was standardised on. The BDI-II is not standardised on people with LD. I 
used this test knowing this, because I was only using it as one of a number of outcome 
measures and I felt it would be clinically useful.
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Children and Families Case Report Summary
Title: An integrative approach to managing the expression of anger in a family with an 8
year old boy.
Year 2- March 2005
Presenting Problem
Josh Shearer is an eight-year-old boy who was referred by his GP to the local child and 
adolescent mental health service (CAMHS) in September 2004. In the referral letter he was 
described as concerning his parents because he becomes extremely anxious, stressed and very 
angry. The referrer gave an example of Josh’s anger when his 13 year old male cousin had 
been teasing him when Josh said “If I had a gun I would kill myself’.
Assessment
During the assessment sessions. Josh’s parents explained that he had been having intense 
angry outbursts since he was 5 years old. He was described as having a foul temper, that he 
‘blows from 0-10 in seconds’ and that they could not understand why this happened. When 
he got angry, he would; scream, shout, throw things, pinch, hit his parents, scratching him self, 
tear his skin and occasionally bite himself. His parents were upset by what he said and were 
concerned by the “look of hatred” on his face when he gets angry. They described that if he 
became angry after having being told off for misbehaving, his parents would send him to his 
room. His father described Josh as being ‘untouchable’ when he has these outbursts; that 
nothing they can do will calm him down. In these situations they tell him they will talk to him 
again when he has ‘snapped out of it’. Josh was also described as being a worrier. Josh bom 
at full-term and his mother had no complications with the pregnancy. However, he had neo­
natal jaundice at birth, lasting a couple of months but with no subsequent concerns. His 
mother described him as a difficult infant, who required feeding every two hours for the first 
three months and he ‘cried all the time’. Mrs Shearer suffered from post natal depression 
when Josh was an infant, felt she could not cope and that this affected their relationship. Mrs. 
Shearer said she had never been keen on babies or children and felt stressed out during this 
period. She recalled how she had often waited distressed at the front door, for her husband to 
return home from work.
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I carried out a risk assessment during the initial assessment and at subsequent sessions as 
appropriate, assessing for self-harm resulting from Josh’s aggressive behaviours and for harm 
to those around him.
Formulation
The behavioural model was used as a framework for understanding Josh’s anger within a 
contextual and integrative approach. Behavioural interventions seek to reduce the frequency 
of problem behaviours by identifying; the setting conditions of a behaviour, the contingencies 
that maintain the behaviour and the functions of the behaviour. According to Social Learning 
theory, childhood aggression is learned in a social context. According to a literature review 
by Carr (2000) and Kazdin (2003) the evidence base suggests that behavioural parent training 
combined with child-focused problem-solving skills training is effective at managing 
oppositional behavioural problems in children. We decided to offer the family behavioural 
management training for the parents, alongside individual sessions for Josh.
Intervention 
Individual Sessions:
Josh and I discussed anger; what people do (behaviour), emotionally feel, think (cognitions) 
and how their body responds when they’re angry. I aimed to normalise anger by presenting it 
as within a range of emotions. We also externalised his anger.
Behavioural Techniques:
We role-played anger-provoking situations. Initially he described aggressive behavioural 
responses. In later sessions he used more desirable behaviours and using positive self­
statements (self-instructional training).
Later Family Sessions:
Mrs Shearer recognised the role she played in (maintaining) Josh’s angiy behaviour, that 
when Josh became angry with her, that she often lost her temper. Mr. Shearer spontaneously 
recorded an episode where Josh had misbehaved, become angry, engaged in angry behaviours 
and was sent to bed.
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Outcome
From looking at the number of incidents that occurred, it can be seen that change has 
occurred. It is interesting that it would seem that he was having more outbursts after therapy 
than before it. At the last family session, the family reported that they felt things had 
improved and that change had taken place. Josh reported that he had been trying harder to 
become less angry and his parents, expressed that they also felt that he was trying harder.
Reformulation
There may have been some rationale for.adapting the initial formulation, but the majority of 
the information that emerged during the intervention fitted it.
Evaluation
Over the course of therapy Josh learned skills (for example, using self-statements) that he 
started using to control anger and his parents began addressing their roles in his expression of 
anger. It would have been useful to have carried out a fuller and more detailed functional 
analysis of the problem behaviours. The parents did not complete any ABC charts.
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Older People Case Report 
Title: A neuropsychological assessment of a memory problem in a 68-year old woman.
Year 2 October 2005
Presenting Problem
Helen Bell is a 68 year-old lady who was referred by her GP to the local community mental 
health team for older people in November 2004. In the referral letter she was reported as 
being concerned about her memory, as were her family. She was finding she was repeating 
herself, and misplacing items in her home. She was seen and reviewed by a Specialist 
Registrar and later re-referred to the team by her GP in July 2005.
Assessment
she presented with a history of recent memory difficulties. She complained of repeating 
herself and misplacing items in her home over the previous year. She felt she had ‘slowed 
down’ and was not able to perform activities as she could before. The Registrar reported that 
Mrs. Bell had a mild degree of cognitive impairment, most probably AD and that she would 
benefit from anticholinesterase medication. Mrs. Bell seemed keen to start taking this 
medication.
Mrs. Bell was first referred to the Community Mental Health Team for Older People by her 
GP in November 2004. According to the GP’s referral letter, Mrs. Bell’s family were 
concerned that her forgetfulness and memory decline were suggestive of Alzheimer’s Disease 
(AD hereafter). Mrs. Bell had reported being concerned that she had recently aged quite 
rapidly. She had lost a small amount of weight (few pounds) and generally felt tired. The GP 
sent off routine blood tests, which all came back ‘essentially normal’.
Neuropsychological Assessment
The MMSE was carried out again and her score had fallen again to 24/30 (borderline). Her 
partner reported that her memory had progressively deteriorated over the past year. Based on 
the information gained from Mrs. Bell and her partner, the Psychiatrist suspected that Mrs. 
Bell may have been suffering from the early stages of a dementing illness, organic in nature.
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most probably AD. The psychiatrist then requested a full neuropsychological examination 
being carried out with Mrs. Bell to find out if  her presentation fitted a cognitive profile of AD.
Risk Assessment:
The psychiatrist felt that Mrs. Bell was not depressed, she did not express any suicidal 
ideation and was regarded as being at low risk of self-harm. Her mood was evaluated at all 
sessions.
Mrs. Bell is right-handed. She left school at 16, after attaining general high sehool 
leaver’s certificate and started a hairdressing apprenticeship. In her late teens she 
went to live in America, where she worked as a receptionist. She contracted TB 
whilst living in America. Her main occupation was as a hairdresser, but her last job 
before retiring was working as a waitress in a tea rooms.
Previous assessments
The Mini- Mental State Examination (MMSE) (Folstein, Folstein and McHugh, 1975) was 
carried out with Mrs. Bell on three occasions. In November 2004, she scored 23/30, dropping 
points on orientation in time, three-minute recall and drawing a pentagon.
In January 2005 a CT scan was carried out and this did not show any abnormality, either in 
terms of atrophy or either cerebral hemispheres or widening of the sulci.
Based on the clinical information attained it was suspected that Mrs. Bell may be suffering 
from the early stages of AD.
It was hypothesised that Mrs. Bell will have a neuropsychological profile consistent with AD, 
i.e. deficits across memory domains, including;
• deficits in recall and recognition memory and
• a large decline between immediate and delayed recall.
• Problems more apparent in semantic fluency and immediate and delayed visual/verbal 
memory.
A battery of neuropsychological tests was carried out. This included:
> The Wechsler Adult Intelligence Scale -III (WAIS-III) (Wechsler, 1994)
> The National Adult Reading Test Wechsler Test of Adult Reading (WTAR) 
(Wechsler, 2001).
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> Logical Memory I and II from the Wechsler Memory Scale III (WMS- III) (Wechsler, 
1997).
> Key- Osterrieth Complex Figure Test (Form A) (Rey, 1941). This visual memory test 
Hopkins
>  Verbal Learning Test- Revised Trail Making Test (Reitan, 1986).
^  The Controlled Oral Word Association Test (of Letter and Category Fluency) (Spreen 
and Benton, 1969, 1977).
Outcome
In conclusion, Mrs. Bell’s neuro-cognitive profile is suggestive of an organic etiology. 
Specifically, the cognitive profiles obtained in memory fimctioning, are suggestive of very 
early stages of AD.
The diagnosis of dementia was made based on all the information different sources; the client, 
their family, clinical information and these neuropsychological test results.
The assessment findings:
1. supported the hypothesis that Mrs. Bell was showing signs of suffering from AD . It 
was felt that Mrs. Bell benefit from anti-dementia medication to delay any further 
decline in her cognitive functioning and skills.
Evaluation
It was felt the testing had fulfilled the clinical need of assessing this woman’s difficulties and 
providing some strategies to help her with those areas of her life most impacted by her 
declining memory capacity.
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Specialist Placement Case Report
Title: The Stages of Change approach to increasing motivation in a 26 year old woman
experiencing bulimia nervosa.
Year 3: April 2006
Presenting Problem
Sophie reported that she has had bulimia nervosa for 13 years, since she was 13. She was 
binge-eating 7-14 times per week and purging (self-induced vomiting) after one or two meals 
per day. She judged herself (self-evaluation) by her weight and body shape and had an 
intense fear of fatness and of gaining weight. She also reported experiencing mild anxiety, 
low mood/depression and some dissociative episodes.
Assessment
Sophie was bom in Australia. Sophie reached menarche at the age of 12 and was unhappy 
about starting her periods and the physical changes such as her hips changing shape. Her 
periods stopped for 6 months when she was 15 and exercising excessively. Her lowest adult 
weight was 56 kg at 21 years and her highest adult weight was 65 kg at 20 years. Sophie 
reported that she often generally feels unwell.
Sophie reported that her eating disorder first started when she was 13. She felt she had had a 
number of “life-pressures” during this time in her life, including the transition from junior to 
high school and “pressure from boys”. Specifically she recalled a single episode where she 
had been teased about her weight by a friend’s brother when she was 13. He called her 
“fatso” and she felt embarrassed and decided to lose weight by dieting and excessive exercise. 
She lost weight and started having a relationship with this friend’s brother. While she was 
still 13, she read in a magazine about vomiting and started vomiting after meals in order to 
control her weight. Living at home with her parents meant her vomiting was sporadic because 
she felt it was difficult to vomit when others were at home. She also began to occasionally 
binge-eat.
Sophie reported that her eating disorder first started when she was 13. She felt she had had a 
number of “life-pressures” during this time in her life, including the transition from junior to 
high school and “pressure from boys”. Specifically she recalled a single episode where she
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had been teased about her weight by a friend’s brother when she was 13. He called her 
“fatso” and she felt embarrassed and decided to lose weight by dieting and excessive exercise. 
She lost weight and started having a relationship with this friend’s brother. While she was 
still 13, she read in a magazine about vomiting and started vomiting after meals in order to 
control her weight. Living at home with her parents meant her vomiting was sporadic because 
she felt it was difficult to vomit when others were at home. She also began to occasionally 
binge-eat. In January 2005, Sophie moved to the UK with her boyfriend to travel.
Sophie was asked to complete The Eating Disorders Examination Questionnaire (EDE-Q, 
Fairbum and Beglin,. 1994) which is a standardised self-report measure of eating disorders 
and has been shown to have good validity and reliability. She scored above the norms on all 
of the subscales of this measure, suggesting high fi-equency behaviours and more severe 
eating psychopathology. The data gathered fi-om the EDE-Q confirmed the clinical data and 
diagnosis of bulimia nervosa. At assessment Sophie’s weight was 60.9 kg and her height 
1.595, giving her a body mass index of 23.6 (in the normal range). After the first session I 
wrote to the GP and requested that blood tests were carried out in order to monitor her 
physical safety. The results showed no abnormalities.
Risk Assessment:
When I first met with her and throughout our on-going intervention, Sophie was considered to 
be at low risk of self-harm.
Formulation
Although Sophie appeared motivated to begin treatment in having requested treatment herself, 
she expressed ambivalence about “giving up” vomiting. The transtheoretical model of change 
was used as a framework for understanding Sophie’s eating disorder. The transtheoretical 
model (TTM) of change (Prochaska and DiClemente, 1982) offers an integrative framework 
for understanding the process of behavioural change including the initiation, modification, or 
cessation of a particular behaviour. The stages of change describe a series of stages people 
pass through as they change behaviour; (figure 3) precontemplation, contemplation, 
preparation, action and maintenance (Prochaska and DiClemente, 1983, Prochaska, Norcross 
and DiClemente, 1994).
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Intervention
The therapeutic plan was to engage Sophie in a brief motivational enhancement intervention 
before treating the eating disorder itself. A therapeutic contract was drawn up with Sophie to 
offer her 20 weekly individual sessions of therapy and then review.
We used a range of Motivational Techniques, including Discussing the Pros and Cons of 
having an eating disorder and staying the same versus changing.
I adopted the motivational interviewing therapeutic style of rolling with resistance, being 
empathie, exploring her ambivalence and considering the possibility of change. In our 
discussions I used open-ended questions in a client-centred and non-confrontational manner. 
Behavioural Monitoring requirements: Sophie was asked to keep weekly Food diaries and 
follow a healthy meal plan:
Outcome
Overall the motivation intervention had focused on enhancing her readiness to change these 
behaviours. The intervention was successful in achieving this aim.
Her scores on the EDE-Q generally showed a reduction on most of the subscales except for 
shape concern, which remained the same, suggesting a focus for the continuing intervention. 
Sophie’s BMI at the assessment was 23.6. At the end of the motivation intervention it was 
25.6. This increase is likely to have been caused by her continuing to binge-eat and vomit, 
which causes weight gain.
Reformulation
Sophie’s presentation was reformulated at this stage in terms o f  the CBT approach.
Tliis re-formulation directed the following intervention would focus on challenging and 
changing her thoughts and beliefs about food, weight, shape and eating, which maintain the 
eating behaviours (bingeing, vomiting) and impact on her emotions by causing negative 
affect.
Evaluation
Strengths
This intervention aimed to help this client move from being in the Contemplation stage of 
change and into the Decision and finally the Action stage of change. Over the course of this
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motivational enhancement intervention, Sophie began making some improvements in 
behavioural measures of her eating disorder. The intervention aimed to help Sophie progress 
to become ready to enter a focused treatment intervention (CBT). The assessments I made of 
Sophie s level of motivation and fluctuating stage of change were based on my clinical 
judgement and under supervision.
The main weakness was that I did not use any standardised measures of her motivation, which 
I feel was a limitation of this intervention.
104
Research Dossier
Research Dossier
105
Research Dossier
Contents of the Research Dossier
This section contains two research projects and a logbook of research 
experience.
Contents Page
Service Related Research Project 107
An audit of an opt-in system in a primary care psychology service.
Major Research Project 138
How do mothers with a history of an eating disorder manage their 
children’s diets?: An Interpretive Phenomenological Analysis.
Research Logbook 256
106
Research Dossier -  Service Related Research Project
Service Related Research Project
An audit of an opt-in system in a primary care psychology
service.
Year 1
June 2004
107
Research Dossier -  Service Related Research Project
Contents Page
Abstract...................................................................................................................................109
Acknowledgments...................................................................................................................110
Introduction.............................................................................................................................I l l
Method  ........................................................................................................................114
Participants........................................................................................................................ 114
Materials and Apparatus...................................................................................................114
Procedure........................................................................................................................... 114
Results...................................................................................................................................... 116
Discussion................................................................................................................................ 123
References.................................................................................................................................125
Appendices............................................................................................................................... 126
Appendix A- Referral Form...........................  127
Appendix B- Opt-in Letter..................................................................................................... 129
Appendix C- Client Registration form.................................................................................. 131
Appendix D- GET Information sheet.....................................................................................133
108
Research Dossier — Service Related Research Project 
Abstract
The study aimed to assess the impact of an opt-in system set up to operate within a new 
primary care psychology service that provided cognitive behavioural therapy for people with 
anxiety disorders. The study examined the characteristics of patients who did and did not opt 
in to this service. The demographics of all the patients referred to the service based in two 
localities are reported and the demographics of those who did versus did not opt-in were 
examined.
This study found that 75% of referrals made to the service resulted in patients opting in. 
Having implemented this opt-in system resulted in 95% attendance at first appointments, with 
only 5% DNA rate, which was positive and in line with previous studies.
Unrelated t tests were used to analyse the data on distance and travel time from patient’s home 
and GP surgery to the clinic. Chi-squared tests were used to analyse the other demographic 
variables that were addressed. The results found there were not any demographics that 
distinguished these two groups. This demonstrated that having this opt-in system was 
effective in producing low DNA rates at first appointments.
Some GP surgeries were found to have made larger numbers of referrals to the service, but 
this data could not be appropriately tested for statistical significance due to the large number 
of GP surgeries and the limited number of participants in the study. Other limitations of the 
study were discussed.
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Introduction
One of the biggest challenges affecting primary care services across the UK is how to most 
effectively handle the large numbers of patients referred (Anderson and White, 1996). The 
NHS Plan recommends that psychological ‘talking’ therapies should be available for all 
people experiencing psychological problems and distress. However, clinical psychology is a 
scarce resource within the NHS. Increasing numbers of referrals have led to many 
departments having long waiting lists for treatment, a situation which both patients and 
clinicians find unsatisfactory. The problem of having long waiting lists is exacerbated by the 
large proportion of patients who then do not attend (DNA) their scheduled appointments. 
This is why many NHS departments and services have developed and implemented strategies 
to tackle this problem of patient DNA’s.
The impact of patient DNA’s is that it wastes scarce therapist time and means that patients on 
the waiting list have to wait longer to be seen (Anderson and White, 1996).
White, Keenan and Brooks (1992) reported that patients in their primary care psychology 
service typically waited 12 months before their first appointment and that 25% DNA’d their 
first appointment. Previous studies have found that opt-in systems are a highly effective 
method of reducing first appointment DNA figures (Wiseman and McBride (1998)). 
Anderson and White (1996) introduced an opt-in system to their psychology service and 
found that this significantly improved attendance rates at first appointments, from 75% to 
97%. Stallard and Sayers (1998) implemented an opt-in system into a child mental health 
service and found that this produced a first appointment DNA rate of 5% in comparison to 
their previous DNA rate of 27%.
Rusius (1995) sent postal appointment-reminder letters three days before patients’ 
appointments to an experimental group of patients. Rusius (1995) found that this resulted in a 
DNA rate of 13% in the experimental group in comparison to 28% in the control group who 
did not receive the reminder.
The Opt-In System
The Cognitive-Behavioural Therapy (CBT) Service audited here was commissioned by the 
local Primary Care Trust to treat people specifically presenting with anxiety disorders. The 
service commissioners decided to offer only CBT as the type of therapeutic intervention
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because its effectiveness had been extensively researched and an evidence base demonstrated 
its status as the treatment of choice for anxiety disorders (Roth and Fonagy (1996). The 
service comprised one clinical psychologist employed for four sessions per week in each of 
the two locations/clinics. When GPs refer patients to the CBT service, the clinical 
psychologist sent the patient an opt-in pack. This pack included the opt-in letter, the Client 
Registration form (see appendices), a copy of the Beck Anxiety Inventory (BAI, Beck & 
Steer, 1990), the General Health Questionnaire (Goldberg, 1978) and the patient information 
leaflet which described CBT.
The patient was informed in the opt-in letter that they needed to complete and return the forms 
to the psychology service within two weeks and then they would be written to and offered an 
appointment. Those patients who met service eligibility criteria of having been referred for an 
anxiety disorder as their presenting problem, who then responded by returning their forms 
within the two-week time limit, were deemed to have opted- in. They were then written to 
and offered an initial assessment appointment. Those patients who did not return their forms 
were not offered any service and were discharged back to their GPs.
The aim of this study was to assess the demographics and characteristics of those people who 
did and did not opt-in to the service. This was done using only the information in the service 
referral form. This aimed to examine this data to see if there were any demographic variables 
that distinguished those who did and did not opt-in to the service.
According to Rusius (1995), previous studies have examined and not found any factors that 
distinguished between whether patients did or did not attend appointments.
It was important to carry out this service evaluation because this was a new service set up 
using a specific therapy to treat people specifically with anxiety disorders. There is a clear 
expectation within the NHS that local services have a duty to demonstrate that they are 
providing evidence-based and cost effective treatments. Therefore in order to be able to 
assess the effectiveness of treatments being offered, services need to know that they are 
accessible to patients and reaching their target population. Having an opt-in system for a 
specialist psychology service for people suffering from anxiety disorders, allows inappropriate 
referrals (i.e. referrals for patients without anxiety disorders) to be referred on to other 
agencies. By having any available information about any factors that may influence people to 
opt-in can facilitate the service in having reached its target population.
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The research questions were;
1. How many people opted-in to the service across both localities?
2. What are the characteristics of the people who do and do not opt-into the service?
3. Do any of the surgeries refer more patients than others?
4. Is the distance between the patient’s home to the clinic where seen related to whether 
or not the patient opts-in?
5. Is the distance between the patient’s own GP surgery and the CBT clinic related to 
whether or not the patient opts-in?
In one of the localities (locality 1), the CBT service for that area is based in one particular GP 
practice but accepts referrals from all the other practices in that area. In the other locality, the 
CBT clinic is not located at any of the practices.
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Method
Participants
Participants were patients referred to the two CBT services in the two localities from when 
they both started accepting referrals until the 16* of January 2004. The primary care service 
in locality one started taking referrals in April 2003 and in locality two from June 2003. 
There were 110 referrals, 71 referred to locality 1 and 39 referred to locality 2. Seventy-three 
participants (66%) were female and thirty-five (32%) were male (there was missing data on 
the gender of two participants).
The participants’ mean age was 37.5 years, (standard deviation = 13.6, range 18-80 years). 
Materials and Apparatus
The information used in the study came from the referral forms that GPs used to refer patients 
to the service or from letters GPs wrote referring patients.
When referrals were made to the service, the demographic information was recorded in a non­
computerised database including name, date of birth, address, which GP referred the patient 
and from which surgery, the date the referral was received, the date the opt-in letter was sent, 
whether or not the patient opted in, and if the patient opted in, the date of their initial 
appointment and outcome of the initial appointment.
Procedure
This study was an audit of patients referred to the service using with the information provided 
by the GPs making the referrals either from referral forms or letters, so no patients were 
contacted. This data was routinely entered onto a paper database, where the information for 
the study came from.
The AA routefinder (website www.theaa.com/routefinder) was used to calculate the distance 
and journey time between each patient’s home and the CBT clinic where they were seen, and 
the distance between each patient’s GP surgery and the CBT clinic where they were seen.
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Since this was not a research project but an audit, ethical approval was not deemed to be 
necessary.
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Results
Research Question 1: How many of the patients referred to the service opted in?
Table la: Number and percentage of patients referred who did and did not opt in.
Opted In Frequency Percentage
Yes 83 75.5%
No 27 24.5%
Total 110 100%
75% of all the patients referred, opted into the service. The data on those who opt-ed in to the 
service was then examined to find out if any patients who opted in then did not attend their 
first appointment.
Table lb: Number and percentage of patients who opted-in to the service who attended 
their first appointment.
Attended First 
Appointment
Frequency Percentage
Yes 79 95%
No 4 5%
This shows that for those patients who opted in, 5% then did not attend their first 
appointment.
Research Question 2: what were the characteristics of people who did and did not opt in to 
the service?
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Table 2: Number and percentages of patients who opted in to the service by gender.
Gender Result Opted in Total
Yes No
Female
Number 58 15 73
Percentage 79.5% 20.5%
Male
Number 25 10 35
Percentage 71.4% 28.6%
Table two shows that 58 (80%) of the 73 women and 25 (71%) of the 35 men who were 
referred to the service opted in.
Table two also shows that of all the patients who opted in, 70% were female and 30% were 
male, and of those who did not opt-in, 60% were female, while the remaining 40% were male.
A chi-square test was conducted to assess whether a patients’ gender affected whether or not 
they opted into to the service. The results of the test were not significant, (X  ^ (l,n=108)=
0.856, p= 0.355).
A t-test was conducted to find out if there was a relationship between the patients’ age and 
whether or not they opted in to the service. The mean age of those who opted in was 37.58 (N 
— 97) and 37.24 or those who did not opt in (N - 25). The results were not significant, 
t(102)=0.109, p = 0.913,2-tailed test).
Research Question 3: Did any of the surgeries refer more patients than the other surgeries?
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Table 3: The number and percentage of referrals made by each GP surgery.
Surgery Number of 
referrals made
Percentage of total 
number of referrals
1 15 13.6
2 0 0
g** 38 34.5
4 0 0
■ 5 12 10.9
6 1 0.9
7 0 0
8 8 7.3
9 7 6.4
10 0 0
11 2 1.8
12 6 5.5
13 6 5.5
14 2 1.8
15 5 4.5
16 0 0
17 0 0
18 2 1.8
19 3 2.7
Total 107* 100%
(*With 3 of the referrals, there was missing data on which GP surgery made the referral. 
** this was the GP surgery where in location 1, the CBT clinic was based).
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Figure 1- The number of referrals made by each practice.
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Figure 1 shows the number of referrals made by each of the GP surgeries that made referrals. 
Seven of the GP surgeries/practices did not refer any patients to the service.
This suggests that some surgeries did make more referrals to the CBT service than other 
surgeries.
Since there were 19 GP surgeries across the two clinic localities that could refer to one of the 
two services, some these surgeries were grouped together (i.e. cells collapsed) in order to do a 
chi-square analysis.
Table 4; The number of patients referred by surgery or surgery group who did and did 
not opt into the CBT service.
Surgery Opted- In Total
Yes No
Surgery 1 9 6 15
Surgery 2 28 10 38
Surgery 3 11 1 12
Other Surgeries 
in locality 1
5 1 6
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Surgeries in 28 8 36
locality 2
A Chi-square test was conducted on this data to test the association between the particular 
surgeiy or surgery group making the referral and whether or not the patients opted into the 
service. The results of the test were not significant, Fisher’s exact test, (X  ^ (4, n=108) = 
3.739, p = 0.441). There was not a statistically significant relationship between the particular 
surgery making the referral and whether or not the patient opted into the service.
Table 5; Was the clinic being on the same location as one particular GP surgery related 
to whether or not patients opted in?
On location Opted In Total
Yes No
Yes 28 10 38
No 55 17 72
A chi-square test was conducted to assess the relationship between whether or not the referral 
having been made from the same location as where the CBT clinic is situated is related to 
whether the patient opted in or not. The results of the test were not significant (X  ^(l,n=108, 
= 0.098, p = 0.754).
Research Question 4; Was the distance between the patient’s home to the clinic where seen 
related to whether or not the patient opted-in?
Table 6: The distance from a patient’s home to the clinic and whether or not they opted 
into the service.
Opted In N Mean distance 
(miles)
Standard deviation
Yes 74 2.311 1.7157
No 21 2.348 1.0976
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A t-test was conducted to evaluate the relationship between the distance between a patient’s 
home and the CBT clinic and whether or not they opted in. The results of the test were not 
significant, (t(93)= -0.093, p = 0.926, 2-tailed test).
Table 7: The travel time between patient’s home to the clinic and whether or not they 
opted into the service.
Opted In N Mean time (in 
minutes)
Standard
deviation
Yes 74 8.11 5.733
No 21 8.71 3.538
A t-test was conducted to evaluate the relationship between the travel time in minutes between 
a patient’s home to the CBT clinic and whether or not they opted in. The results of the test 
were not significant, (t(93)= -0.459, p = 0.647, 2-tailed test).
Research Question 5: Was the distance between the patients’ own GP surgery and the CBT 
clinic related to whether or not the patient opted-in?
Table 8: The distance from a patient’s GP surgery to the clinic and whether or not they 
opted into the service.
Opted In N Mean 
(distance in 
miles)
Std. deviation
Yes 81 1.342 1.3135
No 26 1.531 1.5057
A t-test was conducted to evaluate the relationship between the distance between a patient’s 
GP and the CBT clinic where seen and whether or not they opted in. The results of the test 
were not significant, (t(105)= -0.615, p = 0.540, 2-tailed test).
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Table 9: The travel time between the patient’s GP surgery to the clinic and whether or 
not they opted into the service.
Opted In N Mean 
(time in 
minutes)
Std. deviation
Yes 81 4.49 4.160
No 26 4.85 4.722
A t-test was conducted to evaluate the relationship between the travel time between a patient’s 
GP surgery to the CBT clinic and whether or not they opted in. The results of the test were 
not significant, (t(105)= -0.363, p = 0.717, 2-tailed test).
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Discussion
The conclusions that the service made from this audit were that;
• 75% of the patients referred by their GPs opted into the CBT service.
• Of the patients who opted-in, 5% DNA’d their first appointment. This was similar to 
3% and 5% rates found in previous research by Anderson and White (1996) and 
Stallard and Sayers (1998) respectively.
• There were no demographic variables that distinguished those who did and did not 
opt-in. This supported previous research by Rusius (1995).
• Having this opt-in system effectively minimised wasted clinical time.
Limitations
Since this was a new service implementing an opt-in system from when it operated, this study 
can not compare the DNA rates found with a baseline as one did not exist. This means it was 
not known what a previous DNA rate would have been like. However previous studies did 
have such baseline measures and the DNA rates were always higher before the 
implementation of opt-in systems.
Descriptive statistics showed that some GP surgeries referred more patients than others. Of 
the 19 surgeries that referred to the service, three surgeries alone made 60% of all the 
referrals. A problem with interpreting this finding is that this study did not investigate the size 
of each of the GP practices to address how many referrals each GP surgery made as a 
proportion of the number of patients registered with them. Future research should find out 
this information to make this comparison more valid.
Another problem with the audit is that many of the analyses did not partial out the data in 
terms of it corresponding to two separate CBT services in two locations. The problem was 
that the two services started to take referrals at different times, and hence it is natural that 
locality one received more referrals than locality two. Further audits should be conducted in 
the fiiture so that more time would have elapse, meaning more referrals would have been 
made, possible allowing the two services to be examined independently.
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The biggest problem with the study was that in order to keep within the restrictions of an 
audit, the only information source that could be accessed was just the information from the 
GP referral letters and not complete case notes. Without having access to the case notes 
meant that there was no information available about patients’ ethnicities and first language 
spoken. This problem could be addressed by this project being expanded into a research 
project and submitted to the trust’s ethics committee for a future study.
Some of the information that would have been interesting to have examined was only 
available when people opted-in to the service, so it did not exist on those who did not. A 
future study should seek ethical approval to contact people who did not opt in, to interview 
them.
In conclusion this evaluation found the opt-in system to be an affective way to manage the 
referrals made by GPs to this primary care psychology service. The problems with this study 
were that it was conducted as an audit and would have been better if expanded into a research 
project. The results will be fedback to the service in a written form.
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CBT in Prrmûry Care 
REFERR/4L FORM
frP naîiMi: 
Practice
Client Ncinif.:
Addre&f:
OûtE o f  b ir th :
Contccf Numbers; .
NttTire o f pf^fsenfirg anxiety problemCs):
r o f  problems:
? Rekvont boakground information:
Pasr experience 0 F therripy/mental health services;
C u r r e n t /F a s t  m<?dimtiori.i e !e v o a t  tc- th e  p r e se n t in g  p ro h k m s;
i I s  th ere  (pleose cir'cie):
Past history o f  psychiatric admission?
R ental health xohîeîivs a f mere th cr. two yeoi'S deration? 
Curriir.t involvement y/ith social services?
Yes
Yes
Ves
-  i^./^ "hay tiv i patient 'tiay Cellefit r-'uM'i I for tr .e r  anxiety r.rob cMis. -jvy arc '.ViLino
d*"tsr cl f3:' an assassm^n t end t'.ave recEivdi on infcrmcMc.n k q r k t  n b c j' 
ê’P siqriature:
128
Research Dossier -  Service Related Research Project
Appendix B- Opt-in Letter
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Psychohgicci- Tl-.f.rr.piss' ir. Primary Care 
Cognitive BehavLou-' Therapy Service
Oatei
bear
Voiir doctor has referred you to be assessed for cognitive behaviour therapy (CBD 
os 5/he feels that psychological theropy of this kind may be of benefit to you in 
dealing iv th your current ditficulties. He or she may dso have given you a leofiev 
explair.ing more about thw kind of psychological therapy. I f  not, I have included a 
copy of this leaflet with this letter.
Please, rvsrjd ihis leaflet before deciding whether or not you would be interested in 
considering this type of the ropy for your current difficulties. I f  you would like to 
meet wi th me to discus? ycur problems fur I her ond to see if CBT in ght be a usef j| 
approach to hairjirg yo j. please fill in the enclosed forms and return them ta me ot 
the wiiiiin ffic nevf iwo weeks. There ore three forhva -
the Client Registration form, ard two questionnaires.
Once I have received your forms I will con.foot you to arrange an Initial appmtirvsni.
I f  I have not keard fmm you within two I  wii. assume that you are do not vjish 
to consider using this se-vce at the present time end will notify your 6P accordingly.
Yours SI nee rely.
Ci in I CO- psycho I ogrst &. cognitive |;ehavioui'al therapist 
tir.r:- IriFoi mo'ion IcaflenCi urr %egisti'crtior.-or ri': q.tsstionnairoJ X 2
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Appendix C- Client Registration form.
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mm
Cognitive BahovicLral Tner-apy in Pr.nio'y Core
C lient Registration farm
ï f  you do w oh to m eet wirh me to discuss the option o f CDT for your d ifficu lties, pleese  
complete the enclosed forms ard retut'r. them  tc- nt itic u<;dress below witf.ir. th e  
next  two weeks.
Name £i address of ycur CP:
Your nomc.
Your address:
bate of Birth'.
I C a r .  y o u  b e  c o n t a c t e d  b y  t e l e p h o ' * : ?  Y e s  K ' d
I  I f  y e s .  p l e a s e  g i v e  y o u r  t e ^ p h a r a  r u m b e r ( s ) :
I Home.........................................................................
! VVor'k................................................................
M o b i  l e . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
PIegSp. '.vrilp. scmeth.ng nbniit yn:ir I'cevnnK fo r  .vont.ng to  SP-k C pVr'choiogi^'t fcn d in u a  cri .-lie 
reve-'Ss ! I hecetfSarv}:
_ bare;
Please be sure to return this form within the next two weaks to:
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Appendix D- CET Information sheet.
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Cognitive Bahavictrd Tiarxipy in Pr.nia-'y Cür't
Client Registration fartn
ï f  you do w oh to m eet wirh me to discusd the option o f COT for your d ifficu lties, please  
complete the enclosed forms and retut'n them  to  me at itic u(cdress below witf.ir. th e  
ne x t  two weeks.
Natnc Si address of ycur CP:
Vour noms". bote of Bii'th'.
No
Your address:
j Cor. you be contorted by telepho'.ii? Yes
I I f  yes. please give your teephor^ rurnberfs):
I Home............................................ ............................
! Work...............................................................
Mcbi le...................................................................................  _^ _
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ABSTRACT
Objective; To explore women who had a history of eating disorders experiences of managing 
their children’s diet. This is an under-researched area within the field.
Method: Semi-structured interviews were carried out with fourteen women who had a
history of an eating disorder. Data were analysed using Interpretive Phenomenological 
Analysis (Smith, 1999).
Results: Six super-ordinate themes emerged from participants’ accounts:
Gold standard, described how mothers fed their children a healthy balanced diet.
Food Control, explained how mothers kept control over what their children ate.
Food contact, described how mothers had difficulties with preparing food.
Social eating, described how many mothers had difficulty with social eating.
Eating disorder transmission, showed how the mothers were concerned their children would 
develop an eating disorder and the strategies they used to prevent this.
Weight concerns caused by motherhood, described how motherhood caused further weight 
concern.
Discussion: The findings of this study were that the mothers were very motivated to provide 
their children with a healthy balanced diet and controlled what they ate and restricted their 
unhealthy food. Some mothers had difficulty with food contact and social eating. The 
mothers were concerned that their eating disorder would be transmitted to their children and 
adopted strategies to prevent this transmission.
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1 INTRODUCTION
This introduction will explore the causes and consequences of eating disorders and then 
explore the central role of the family and the possible impact that having a mother who has 
had an eating disorder could have on their children.
1.1 What are eating disorders?
Anorexia nervosa was first described by Lasegue (1873) and Gull (1874) who defined the 
term as meaning “nervous loss of appetite” (page 22). Based on the Diagnostic and Statistical 
Manual of Mental Disorders (Fourth edition) (DSM-IV) American Psychiatric Association 
(APA) (1994), there are four features required for a diagnosis of anorexia nervosa (anorexia 
hereafter). First the person must refuse to maintain a normal body weight, the person weighs 
less than 85 % of what is normal for their age and height, or BMI less than 17.5. Dieting, 
purging (self-induced vomiting, use of laxatives or diuretics) and excessive exercise are used 
to lose weight. They have an intense fear of fatness although underweight, body image 
disturbance, and the extreme emaciation achieved often causes amenorrhea (the loss or 
irregularity of menstrual periods). There are two subtypes; the restricting subtype (food 
restriction no bingeing or purging) and the binge eating- purging subtype (food restrict plus 
bingeing and/or purging). Bulimia nervosa was first described by Russell (1979) and the term 
bulimia is taken fi*om the Greek word meaning “ox hunger”. Bulimia involves people 
engaging in rapid consumption of large quantities of food (binge eating), followed by 
compensatory behaviours; vomiting, fasting, or excessive exercise to prevent weight gain. 
The DSM-IV (APA, 1994), defines a binge as eating an excessive amount of food within less 
than two hours and the diagnosis of bulimia nervosa (bulimia hereafter) requires that episodes 
of bingeing and purging occur at least twice a week for three months. Like anorexia, people 
with bulimia also have the intense fear of fatness and distorted body image. There are two 
subtypes of bulimia that can be distinguished; the purging and the non-purging subtypes, with 
fasting and excessive exercise being the compensatory behaviours adopted in the latter. 
Anorexia and bulimia are the two main types of eating disorders. Van Hoeken, Seidell and 
Hoek (2003) suggested that the prevalence of anorexia ranged between 0.2% and 0.9%. They 
found that the average prevalence rate for young females is 0.3% for anorexia nervosa and 1% 
for bulimia nervosa. The vast majority of people who suffer from anorexia are female and 
90% of the cases of bulimia are women (Ogden, 2003).
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1. 2 Causes of eating disorders
A number of different theories have been proposed concerning the causality of eating 
disorders; biological (genetic), cognitive-behavioural, psyehodynamic, systemic and socio­
cultural approaches.
1.21 Biological causes
Both anorexia and bulimia run in families. Female relatives of young women with an eating 
disorder are approximately five times more likely than average to have an eating disorder 
themselves (Strober et al., 1985; Walters et al., 1992). Twin studies of anorexia nervosa and 
bulimia also suggest a genetic influence. Holland et al., (1984) and Crisp, Hall and Holland 
(1985) found the concordance rate (where one twin is affected, the likelihood of the other twin 
also being affected) of 55 % for monozygotic (identical) pairs and 7 % for dizygotic (non­
identical) pairs for anorexia. Hsu (1990) calculated that the concordance rate for monozygotic 
pairs was 47 %and 10 % for dizygotic pairs. Hsu (1990) found similar data for twin pairs 
with bulimia. Overall the genetie evidence for bulimia is weaker, for example, Kendler et al., 
(1991) found the concordance rate for bulimia was 26 % for monozygotic pairs and 16% for 
non-identical pairs, whilst Treasure and Holland (1989) found it to be 35% for monozygotic 
pairs and 25 %for zygotic pairs.
1.22 Psychological causes
1.223 Psychoanalytic approaches
Psychoanalytic models aim to understand patient’s experienees by examining the role of 
infancy and the meaning attached to the individual’s symptoms and their fimction. Selvini- 
Palazzoli (1974) argues that eating disorders may develop in families where fathers are 
overly-involved with their daughters and this relationship regulated a covertly hostile mother- 
daughter relationship. Bruch (1974) argued that extreme food restriction functions to increase 
the individual’s sense of personal effeetiveness through successful food avoidance. Bruch 
(1985) argued that a child brought up by a controlling and perfectionist mother would have 
experienced all their needs (e.g. thirst, hunger) being met and therefore the child may not 
correctly identify or understand their internal states or needs themselves. It has been argued
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that weight loss funetions to avoid the onset of sexuality by the dieting removing aspects of 
the body associated with sexual function.
1.224 Cognitive-behavioural models
Cognitive- behavioural therapy (CBT hereafter) models of eating disorders argue that eating 
disorders are caused and maintained by faulty cognitions (thoughts) or perceptions. CBT 
theories of eating disorders argue that the eentral cognitive disturbance is the individual’s 
over-evaluation of eating shape and weight and their control as being of primary importance 
in maintaining the disorders and beliefs associated with the desire to control eating and weight 
(Viotusek, 2002). Shaffan and de Silva (2003) argue that the origins of anorexia are likely to 
be related to numerous predisposing and precipitating factors, including variables sueh as 
perfeetionism (Dally and Gomez, 1979; Fairbum et al., 1999; Lilenfeld, 1998) environmental 
factors and genetic factors (Lilenfeld and Kaye, 1998). Preeipitating factors may be 
adolescent conflict, family problems, a negative comment about shape and weight, the sense 
of failure and loss of control (Beumont, et al., 1976; Garfmkel & Gamer, 1983; Gillbert, 
1986). There is a good body of evidence supporting the use of CBT for bulimia because it has 
been found to have a substantial and lasting impaet on bulimia. For example, Fairbum et al., 
(1995) in a randomised controlled trial showed that the effects of CBT were maintained at 
follow-up, on average 5.8 years following therapy. Individual CBT induces remission in 
approximately 40- 50% of cases, and an overall level of symptom reduction in approximately 
60-70% (e.g. Vitousek, 1996; Wilson, 1999). Furthermore, CBT is the treatment of ehoiee 
recommended for bulimia in the National Institute of Clinical Effectiveness (NICE, 2003).
1.225 Systemic approaches
Systemic approaches to eating disorders explain how problems develop within the context of 
family systems, becomes a part of these relationships, but this approaeh does not blame 
families for causing eating disorders, (Eisler, 1995). The Minuchin et al., (1978) model of the 
“psychosomatic family” hypothesised that there was a spécifié family context within whieh 
eating disorders developed. This is charaeterised by; rigidity, enmeshment, over-involvement 
and conflict avoidance (non- resolution), surrounding the eating behaviour, whieh interacted 
with the child’s vulnerability and their role as the family mediator in inter-generational 
alliances. This model does explain how eating disorders are triggered and maintained and 
whilst Minuchin et al., (1978) reported very high rates of suecessful outcomes, the clinicians 
involved earried out this evaluation. Eisler (1995) argued that families where there is an
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eating disorder are heterogeneous in nature, and that this model is not convincing. Eisler, le 
Grange and Asen (2003) argue that family therapy is an effective treatment for anorexia and 
that family interventions are best viewed as treatments that mobilise family resources rather 
than treating family dysfunetion. The Milan School of family therapy described eating 
disorders having developed in families with eommon eharacteristics sueh as an apparent 
nieeness, a lack of any conflict or dissatisfaction, particularly in the marital relationship and 
where underlying and covert beliefs that feelings were dangerous and should not be expressed, 
was central to the development of anorexia (Selvini-Palazzoli, .1974). Finally, the narrative 
approach to eating disorders emphasised the social context of beauty and body image, 
particularly in Western cultures in the development of eating disorders. Michael White (1987) 
argued that young women with anorexia may be caught up in a contradictory position of 
loyalty to traditional values of femininity and domesticity but also influenced by modem 
feminist critiques of this position. This is exemplified by young women with eating disorders 
making food for their family that they will not eat themselves (White, 1987). Taken together 
these three different psychological approaches demonstrate the role of the family in the 
causation of eating disorders. Serpell and Treasure (2003) argue that a comprehensive model 
of eating disorders is likely to include a combination of genetic and familial (Bulik et al., 
2000; Treasure & Holland, 1994), personality and psychological (Vitousek & Manke, 1994), 
environmental and neurobiological elements.
1.23 Socio-cultural models
Cooper et al., (2000) argued that the more women diet, the more likely they are to develop an 
eating disorder. Socio-cultural models attribute the rise of dieting to society’s emphasis on 
appearance, weight and shape, especially the focus on thinness. Social pressure about weight 
is greater for women than men, which explains why women generally develop eating 
disorders (Cooper et al., 2000). Soeio-cultural models of eating disorders address the position 
of the individual sufferer within their social context and analyse eating disorders as being an 
expression of social values. These models emphasise the role of cultural factors including the 
idealisation of female thinness specific to Westernised societies, in predisposing individuals to 
developing eating disorders. These models also explain why people with eating disorders 
tend to be young women and draw upon feminist critiques, which emphasise the role of 
women within society. Gordon (2000) argues that eating disorders are the product of a series 
of conflicts surrounding gender, identity and social space. Gordon (2000) argues that these 
eonflicts arise in women, whieh are then expressed through a socially sanctioned pathway 
relating to the meanings of size and food. Gordon (2000) argues that the multiple conflictual
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role demands placed on contemporary women makes their situation difficult and that eating 
disorders are an expression of this conflict. The most important conflict considered to 
contribute to the development of eating disorders is the eonfliet between the traditional female 
role of nurturer, mother and carer and the expectations of women in a modem society. 
Lawrence (1984) argued that people experience identity erises when they feel in a great deal 
of eonfliet about who they are both as individuals and surrounding their relationship to other 
people. Gordon (2000) also argues that women experience conflict over their identity and that 
identity formation is susceptible to changes in social roles or cultural expectations. These 
changes in cultural expectations over the past few decades have made women very susceptible 
to symptoms of identity confiision, which may also contribute to the development of eating 
disorders (Gordon, 2000). These different approaches to understanding the causation of 
eating disorders emphasise the environmental impaet on the development of eating disorders. 
The following section will address the eonsequences of having eating disorders, partieularly 
focusing on the environmental transmission of eating disorders.
1.3 Consequences of eating disorders
1.31 Biological consequences
There are a number of physieal health problems that are the consequenee of having anorexia. 
Death is the most serious of these; the disease has the highest mortality rate of all psychiatric 
conditions. Herzog et al., (2000) found the mortality rates for anorexia to be 5.1 % in a cohort 
study of 246 women with eating disorders. In comparison to other women, anorexics are 
twice as likely to die fi*om anorexia, than other female inpatient psyehiatric patients (Sullivan, 
1995). The eauses of death have been found to be suicide, infection, heart attacks, 
gastrointestinal eomplications, and severe emaciation. Other physical health complications 
associated with anorexia are on the bones (partieularly osteoporosis), teeth, reproductive 
fimction (see below) and the cardiovascular and changes in the nervous system, as seen in 
brain scans. Long-term follow up of bulimia suggests that about 70% recover whilst about 
10% stay fully symptomatic (Keel et al., 1999). The mortality rate for bulimia is estimated 
between 1 and 3 % (Keel & Mitchell, 1997). Bulimia is associated with a range of serious 
health complications (that parallel anorexia) due to nutritional deficits, and the movement of 
the stomach acid caused by bingeing and purging. They may suffer from cardiovascular and 
gastrointestinal problems. Regular vomiting causes the tooth enamel to erode, leaving 
sufferers’ teeth vulnerable to caries.
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The stai-vation seen in anorexia has a detrimental impact on reproductive capaeity. In the past 
it was thought that anorexie women were unable to conceive, but this has now found to be 
inaccurate. Larsson and Andersson-Ellstrom (2003) examined the frequency of self-reported 
eating disorders in 454 women who had given birth in the previous 3-7 months. They found 
that 11.5% self-reported a history of an eating disorder. Research has found that the majority 
. of women with active (current) eating pathologies during pregnancy manage to gain weight 
and temporarily ehange their eating habits (for example, Mitehell, et al., 1991). Lacey and 
Smith (1987) found that pregnancy caused a reduction of eating disordered behaviours due to 
the mother’s concern for their baby’s health. However, these positive changes were often 
short-lived; the restrictive and bulimic behaviours returned soon after the birth (Lacey & 
Smith, 1987). Brinch et al., (1988) found that after the birth, the bulimic symptoms became 
worse than before the pregnaney. Nevertheless it seems that some women use the pregnancy 
to attempt to recover from their eating disorder. In contrast however, Lewis and le Grange 
(1994) in a series of six ease studies found that during pregnancy, mothers feared losing 
control of their eating and weight, that their bulimic behaviours would cause damage to their 
unborn child and feared not being able to eope with a newborn infant. They concluded that 
pregnancy may cause bulimic symptoms to deteriorate. The small sample size in this study, 
however limits it’s generalisability. It seems then that pregnancy may have a positive or 
negative impact on the mothers’ eating disorder.
1.32 Psychological consequences
Anorexia had been found to be comorbid with depression and anxiety disorders. Morgan and 
Russell (1979) in a study of 41 anorexics, found that 42 %were depressed at presentation and 
45 %were depressed at follow-up. Halmi et al., (1991) found a rate of 68 % for depression 
and 65 %had anxiety disorders. Bulimia is also eomorbid with depression and anxiety. 
Russell (1979), reported that 43 % of his patients showed severe depression and 37 % had 
made a suieide attempt. Fairbum and Cooper (1984) found that the majority of bulimics 
reported anxiety.
1.4 The transmission of eating disorders
Central to the theories of causality and the eonsequenees of eating disorders, is the role of the 
family. For example, biological approaches explore how eating disorders mn in families. 
Psychoanalytieal theories explore the parent-child dynamic seen in families. CBT explores 
the role of learning in the environment. Systemic approaches (for example, Selvini- Palazzoli,
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1974) explore family dynamics in the cause of eating disorders and socio-cultural theories 
explore the impact of society’s expeetations and cultural factofs on the development of eating 
disorders (Gordon, 2000). Furthermore, in terms of the consequences, eating disorders ean 
influence fertility and children’s health. This family role in the cause and consequences 
particularly in terms of the possible transmission of eating disorders has been explored in 
more detail.
Social learning is the impact of observing other people’s behaviour on one’s own behaviour. 
Wardle (1995) argued that parental attitudes to food must affect children indirectly through 
the foods purchased for and served in the household because this influenees children’s 
exposure, their habits and preferences. There is some evidenee that supports this, that parents 
do influence their children’s eating behaviour and research shows there is a positive 
association between parents’ and children’s diet (Klesges et al., 1991; Olivera et al., 1992; and 
Contento et al., 1993; Brown & Ogden, 2004). Alderson and Ogden (1999) found that 
mothers fed their children more of the less healthy dairy products, breads, eereals and potatoes 
and fewer of the healthy equivalents to these foods, than they ate themselves. This 
differentiation was found to be greater in dieting mothers. This suggested that mothers who 
are restrictive in their food intake may feed their children more of the foods they restrict 
themselves.
There is increasing evidence that parental psychiatric disorder may adversely influence a 
child’s development (Rutter, 1989). Russell et al., (1998) found that mothers with eating 
disorders had distorted perceptions of their children as “overeating”, despite evidence of 
malnourishment. However, they were typically very eoncemed about their children’s well­
being (Russell et al, 1998). The older children interviewed in this study; avoided asking their 
mothers for extra food to prevent upsetting them and resisted the temptation to eat foods that 
their mothers frowned upon, including sweets and chocolate. These children were very loyal 
to their mothers and did not complain of being underfed. One of these ehildren had developed 
some anorexic attitudes.
1,41 Mothers^ difficulties with feeding their children
In terms of the infancy environment, some studies have looked at breastfeeding patterns of 
mothers with mixed results (Waugh & Bulik, 1999). Whilst Evans and le Grange (1995) 
found mothers with eating disorders and mothers in a control group had similar rates of 
breastfeeding, other studies have found the index mothers report greater difficulties with
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breastfeeding (Lacey & Smith, 1987; Stein & Fairbum, 1989; Treasure & Russell, 1988). As 
the infants become toddlers, their mothers have greater feeding demands placed on them. 
Some studies have found that mothers with eating disorders restricted the amount of food kept 
in the house (Stein & Fairbum, 1989), that mothers did not cook for their children (Woodside 
& Shekter-Wolfson, 1990). Evans and le Grange (1995) found that the mothers did not eat 
with or in front of their children. Fahy and Treasure (1989) and Lacey and Smith (1987) 
found that these mothers feared being close to food while feeding their children would trigger 
them bingeing.
Waugh and Bulik (1999) found that mothers with eating disorders had more difficulty 
maintaining breastfeeding, made significantly fewer positive comments about food and eating 
than mothers in a control group during a mealtime observation. The mothers with eating 
disorders were also less likely to eat with their children, suggesting that food and mealtimes 
continue to be difficult for them. Waugh and Bulik (1999) concluded that from pregnancy 
through to the toddler years, feeding behaviour is problematic for women with eating 
disorders. They argued that whilst this was unlikely to cause eating disorders in the children, 
that their behaviour may contribute to a permissive environment where the child’s genetic 
predisposition is more likely to be expressed. The limitations of the study that the authors 
acknowledge were; the small sample size (10), lack of paternal participation, and not having 
another pathological control group to examine whether the findings were specific to eating 
disorders or a more general psychopathology. This study shows that having a mother with a 
past or current eating disorder can impact on the childrearing from an early age.
Studies have also found that mother with eating disorders have tried to help their young 
children lose weight (Lacey & Smith, 1987; Waugh & Bulik, 1999). Woodside and Shekter- 
Wolfson (1990) found that mothers with EDs did not cook food for their children to avoid 
dealing with food. Some research has found that this group of mothers tend to use food for 
non-nutritive purposes; communicating, affection, rewarding or punishing their children 
(Lacey & Smith, 1987; Agras, et al., 1999). Agras et al., (1999) also found that ED mothers 
who had unrealistic expectations about appropriate mealtime behaviour for young children, 
fed their children on a less regular schedule and demonstrated greater concern about their 
daughter’s weight than mothers in a control group from two years of age onward. Other 
studies have found that the offspring of mothers with eating disorders engaged in dieting 
behaviour (Woodside & Shekter-Wolfson, 1990) and had eating disorders (Brinch et al., 
198&X
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A number of studies have looked at how mothers with eating disorders manage mealtimes 
with their children. Stein, Woolley, Cooper and Fairbum (1994) observed mothers with 
eating disorders during mealtimes with their children. They found that in comparison to 
controls, the mothers with eating disorders were more intmsive, and less facilitating during 
mealtimes and play, and expressed more negative emotion and more conflict with their infants 
during the meal but not during play, than mothers in a control group. This study suggested 
that the feeding environment is difficult for these mothers. A follow-up study by Stein, 
Woolley and McPherson (1999) found that conflict was particularly likely to result when the 
mothers with eating disorders failed to acknowledge the infant’s cues or when mothers were 
unable to put their own concerns aside and put the infant’s need for autonomy first. The 
mothers’ inability to read cues and set aside their concerns was. specific and tied to eating 
disorder psychopathology. They concluded that conflict at mealtimes arose because maternal 
eating disorder psychopathology interfered with aspects of responsive parenting. These 
results suggest areas for clinical interventions with these mothers. Stein et al., (2001) 
compared mothers with eating disorders, mothers with post-natal depression and a control 
group in how controlling they were of their 1-year old infants. They found that mothers with 
eating disorders used the most verbal control, (especially during play) particularly strong 
control and that this was linked to the dietary restraint feature of their eating disorder 
psychopathology. These findings suggest that the mothers’ need to control themselves 
extended to exerting control in their role as parents. All these were quantitative studies, which 
by their nature measured aspects of the mothers’ experience rather than exploring their 
experience from a qualitative approach.
1,42 Psychological impact o f  mothers* difficulties on their children
Stein, Murray, Cooper and Fairbum (1996) and Agras et al., (1999) reported psychological 
problems in the children of mothers with a history of eating disorders including; oppositional 
defiance, depression, insecure attachment, avoidant behaviour and enuresis. Hodes et al., 
(1997) investigated the 26 children from 13 mothers with eating disorders. They found that 
50 %of the children had psychiatric disorders and high rates of marital discord amongst the 
mothers. Mothers underestimated children’s dietary needs, a third of the children had 
abnormal weight or growth and female children tended to have low birth weight. Barbin et 
al., (2002) found that there was no significant difference between the psychological 
adjustment of children of mothers with a history of eating disorders and children of the 
mothers in a control group. Whilst the BMI of the mothers in the eating disorder group was in 
the normal range, they reported significantly more symptoms of disturbed eating than the
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other two groups. Barbin et al., (2002) also found that mothers in the eating disorder and 
depression groups reported significantly higher levels of depression than those in the control 
group. Overall the children of mothers with a history of eating disorders, did not have 
significant eating or behavioural difficulties in early to late childhood. This finding however, 
contradicts those found in other studies.
Women with eating disorders typically hold disordered perceptions of their bodies by 
overestimating their body size (Fichter, et al., 1986; Garfinkel, 1992; Sunday et al., 1992). 
Some research has found that mothers with eating disorders are unhappy about their children’s 
weight or shape (Stein & Fairbum, 1989; van Wezel-Meijler & Wit  ^ 1989; Stein, Murray, 
Cooper et al., 1996). In contrast, Evans and Le Grange (1995) investigated eating-disordered 
mother’s attitudes towards their children’s body size and eating habits and they hypothesised 
that the children of eating disordered women are likely to hold a similar perception of their 
bodies, given the messages passed during socialisation processes between parent and child. 
They found that eating-disordered and mothers in a control group reported similar levels of 
dissatisfaction with their body size. The index children were similar to controls in their body 
dissatisfaction and ideal body image. The eating-disordered mothers chose to schedule feed 
their babies, whereas the mothers in a control group fed their children on demand. The eating- 
disordered mothers also found it difficult to cope if  their children showed signs of hunger 
outside of scheduled mealtimes and they were described as suffering from emotional 
difficulties. A limitation of this study was its small sample size (10 cases and 10 controls). It 
has been difficult to recmit large sample sizes in these research studies, so some published 
studies have examined parenting among women with an eating disorder history using case 
studies. Stein, et al., (1996) found that these mothers were accurate in judging their children’s 
size.
1,43 The impact o f  mothers* difficulties on their children*s health and diet
A  number of studies have looked at the consequences on the. child’s health associated with 
having a mother with a history of an eating disorder. Russell and Treasure (1988) found that 
women who become pregnant whilst actively anorexic, were more likely to have small babies 
who may have physical complications, including respiratory distress and jaundice. Research 
has found that the children of mothers with eating disorders are at risk of physical health 
problems, including; higher rates of pregnancy, birth and infancy complications, perinatal 
mortality, premature births, low birth weight and length and birth defects, feeding problems
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and non-organic failure to thrive (Lacey & Smith, 1987; Brinch, et al., 1988; Waugh & Bulik, 
1999; Whelan & Cooper, 2000; Barbin et al., 2002).
Van Wezel-Meijler and Wit (1989) described 7 children from 3 mothers with anorexia who 
were insuffieiently nourished, had stunting and low weight. They found that when the 
children were fed in hospital, they ate eagerly and gained weight rapidly, suggesting that their 
feeding problems were a product of insufficient nutrition and underfeeding at home by their 
anorexic mothers. This study is limited by it’s small sample size, but other research supports 
these findings. Russell, Treasure and Eisler (1998) found that 9 children of 8 mothers with 
anorexia nervosa were undernourished and the v/omen used methods to limit their children’s 
dietary intake, including diluting bottles and reducing the amount and type of food in the 
home. These are important studies because they show the potential of anorexic mothers to 
underfeed their children, which may lead to physical consequences such as them being 
shorter, frail and psychological harm. Stein, et al., (1994) and Stein, et al., (1996) found that 
children whose mothers had EDs weighed less than children of mothers in a control group, 
even when there were no significant differences in birth weights. There is debate over 
whether the health problems these children develop early in life can be remedied. Some 
research has investigated the health of the children of mothers with eating disorders as they 
develop. Russell and Treasure (1988) found that the infants demonstrated cateh-up growth at 
infancy. However many other studies suggest that these children develop a range of health 
problems including; stunted growth, poor nutrition and social and emotional problems 
(Brinch, et al., (1988); O’ Donoghue, et al., 1991).
1.44 Their children *s feeding problems
Jacobson and Isaacs (1986) found that patients with pre-pubertal anorexia had higher rates of 
childhood feeding problems than both patients with anorexia of post-pubertal onset and a pre­
pubertal group of patients with a non-eating type of disturbance. Marchi and Cohen (1990) 
reported that early pica was predictive of later bulimia nervosa and early ‘picky’ eating 
predicted adolescent anorexia. Problems with this study however, were that although it was a 
longitudinal study, the assessments were made at a range of ages and the data were not totally 
prospective (Cooper et al., 2004). Whelan and Cooper (2000) compared 4- year old children 
with feeding problems, children with non-feeding problems and controls and assessed 
maternal past and current affective disorders. They found that mothers of the children with 
feeding problems did not have higher levels of affective disorders, but had markedly higher
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rates of both current and past eating disorders. They concluded that there was a strong and 
specific association between childhood feeding problems and maternal eating disorder. This 
study supports previous research and supports the role of family environment in transmission 
of eating disorders. Stein et al., (1994), and Stein et al., (1996) longitudinal studies suggest 
that intrusive and conflictual parenting surrounding mealtimes might be important in the 
intergenerational transmission of food-related disorders. Cooper et al., (2004) looked at 
children with feeding problems, emotional or behavioural problems and a control group, to 
investigate if there was a relationship between child feeding problems and maternal eating 
disorders. They found that the family environment of children with feeding problems was 
distinguished from the other groups on two variables; mealtime disorganisation and maternal 
strong control and disharmony. These two environmental variables were important mediators 
between child and maternal disturbance. Cooper et al., (2004) argue that these two factors 
may have contributed to the development and maintenance of child feeding problems. They 
concluded that this suggests a mechanism for the transmission of feeding disturbance from 
mother to child, and that mothers with high levels of eating disorder psychopathology tend to 
provide a disorganised mealtime environment for their children and tend to have a controlling 
and disharmonious style of interacting with them. In this context, children are likely to 
develop disturbed eating habits, such as faddiness and refusal.
Stein (2002) argued that there are four possible environmental mechanisms of transmission of 
eating disorders. Firstly, extreme attitudes towards eating, shape and weight may have a 
direct effect on their child, for example, fear of fatness may result in the mother underfeeding 
her child or over-concern about shape and weight may lead to mealtime conflict with children 
or them becoming critical of adolescent food choices and eating habits. Secondly, eating 
disorders may generally interfere with the tasks of parenting. For example, if the mother is 
preoccupied with eating, weight and shape, this may impair her sensitivity and responsiveness 
to her child’s needs. Thirdly, parents’ disturbed eating behaviour and attitudes may function 
as role models for the children. Fourthly, parental eating disorders may be associated with 
marital discord and difficult family relationships that may have adverse effects on child 
development.
Bryant-Waugh et al., (in press) explored what mothers with eating disorders and professionals 
working with this client group viewed as important to be addressed by a parenting skills and 
support group intervention. Using qualitative thematic analysis they found that mothers had 
numerous concerns; firstly, that they would pass on eating disorder traits to their children, 
they described difficulties preparing and handling food for their children and were also
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concerned about how their own eating behaviours might impact on their children. They were 
also concerned about the emotional and psychological impact of the eating disorder on the 
child and on the general parent-child relationship, and the negative parent-child interactions 
and communication, particularly around food and mealtimes. They described a need for 
control in the context of feeding and behaviour. Bryant-Waugh et al., (in press) findings have 
been applied to developing a parenting group for these mothers. An advantage of this study is 
that it by using a qualitative approach they were able to explore those areas of parenting 
experiences the mothers were concerned about. The authors suggested that future research 
should firstly, address the parenting concerns of ED women who have older children, since 
this study was confined to those who had children aged five and under and to examine the role 
of fathers in the child’s’ developing relationship with food.
1.5 Rationale for the present study
Relatively little research has addressed parenting among women who have a history of an 
eating disorder. In the past it was thought it would be difficult to recruit large numbers of 
mothers with eating disorders due to reduce fertility caused by the disorder. Many of the 
studies done in this field have examined mothers with active eating disorders. For both of 
these reasons relatively little is known about the motherhood experiences of women who have 
had an eating disorder. It is important that research looks at the parenting experiences of 
mothers with a past eating disorder because managing food and eating is a fundamental part of 
parenting and this is an area that may pose difficulty for these women, given their history. To 
date only the recent study by Bryant-Waugh et al., (in press) has looked specifically at this 
group of women’s experiences of motherhood using a qualitative methodology. However, no 
research to date has investigated how mothers with a history of EDs manage their children’s 
diets. The aim of the present study is to explore how women who have had an eating disorder 
manage their children’s diets.
1.6 Research questions
The study aimed to explore the following research questions:
1. How do mothers with a history of eating disorders manage their children’s diet?
2. Do mothers with a history of an eating disorder attempt to not transmit their negative 
beliefs about food onto their children?
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These questions will be explored qualitatively through the examination of the individual 
aceounts of a group of adults who have recovered from an eating disorder and had children.
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2 METHODOLOGY
2.1 Rationale for using Interpretative Phenomenological Analysis (IPA)
The aim of this study was to explore mothers with a history of eating disorders experiences of 
managing their children’s diet. It was felt that a qualitative methodology was best suited to 
exploring mothers’ narratives and experiences. According to Turpin et al., (1997) qualitative 
approaches can be valuable in research when exploring a topic area which has not been 
extensively researched, whieh is the case in this study. IPA was chosen for the present study 
because, in line with Willig (2001), I was concerned with the quality and texture of an 
individual’s experiences and interested in the meanings that participants attribute to events. I 
could have chosen grounded theory (Pidgeon & Henwood, 1997) but IPA (Smith, 1999) was 
chosen because the former is used when researchers are claiming to develop a formal theory 
from the study, which is generalisable to a broader population. IPA however, is more 
concerned with offering a descriptive exploration of a topic, rather than generating a theory, 
which fitted with what I wanted to achieve with this study. Discourse analysis could have 
been used but I was not seeking to specifically explore the construction of meaning in social 
relationships nor address what becomes the dominant discourse in different social or cultural 
contexts (Dallos & Vetere, 2005). The aim of IPA is to explore in detail how participants 
make sense of their personal and social world and this methodology addresses the meanings 
of those particular experiences, events and states hold for participants. The approach is 
concerned with an individual’s personal perception or account, which is why the approach is 
phenomenological (Smith & Osborn, 2003). It attempts to make sense of the participants’ 
reality, and this was an aim of the present study. The researcher in an IPA study is viewed as 
an analyst interested in learning about the respondent’s world. IPA is interpretive because it 
recognises the impact the researcher has on the topic of inquiry, and is interpretive because the 
researcher engages in an interpretive relationship with the transcript (Smith, 1999). The 
epistemological assumptions of IPA fitted with what I wanted to achieve in exploring the 
motherhood experiences of women who had recovered from an eating disorder, a topic which 
had not been researched in the literature.
2.2 My position as a researcher
I came to this research project as a mixed-race, female trainee clinical psychologist in my late 
twenties doing a year-long specialist placement at an Eating Disorders Service. My clinical
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practice was using a cognitive-behavioural orientation, in line with NICE guidelines (NICE, 
2003). I was aware that my clinical training in cognitive-behavioural and behavioural 
theoretieal orientations was likely to influence my interpretation of the participants’ accounts. 
I have never had an eating disorder and I am not a mother, but share gender with the 
participants. At the start of the project I wondered whether not being a mother was an 
advantage or disadvantage. I thought that I did not have experience of parenting my own 
children, but I grew up in a large family and had experience of looking after and feeding 
children. I was curious to flnd out what it would be like for women to parent their children 
around food, when their lives had been so affected by food. Growing up as a female I was 
conscious of issues surrounding diet and images of thin models in the media and I am a 
regular exerciser and eonscious of healthy eating.
2.3 Sampling
Most IPA studies are carried out on small samples because IPA studies aim to say something 
in detail about the perceptions and understandings of a particular group of participants rather 
than being able to make claims that are generalisable to wider groups and IPA researehers 
usually try to flnd a fairly homogenous sample (Smith & Osborn, 2003). IPA is not 
concerned with random or representative sampling, but through purposive sampling, flnds a 
more closely related group for whom the research question will be signiflcant (Smith, 2003).
2.4 Rationale for using semi-structured interviewing
Most IPA studies have been carried out using semi-structured interviews so that the interview 
can be flexible enough to probe important and interesting issues as they arise during the 
course of the interview, which is also believed to facilitate empathy and rapport, and produce 
rieher data (Smith & Osborn, 2003).
2.5 The Interview Schedule
The interview schedule was developed in line with guidance suggested by Smith and Osborn 
(2003). In construeting the interview schedule I carried out literature , searehes of previous 
studies that have researehed motherhood in women with eating disorders. I also consulted and 
sought advice from my university supervisor in designing the schedule. The interview 
schedule was based on four broad themes of; the participants’ eating disorder history, their
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pregnancy(ies), their children’s diet and how they manage their children’s diet. The 
interviews started with a general question about their history and how the participants’ eating 
disorder developed and then moved on to address their pregnancy/pregnaneies before asking 
about their child(ren)’s diet and how they manage their ehild(ren)’s diet. Moving from 
broader to the specific area of concern was done to faeilitate more sensitive questions being 
asked about how they manage their children’s diet. The semi-structured interview schedule 
asked what the mothers fed their children, how they decided what to feed their ehildren, how 
this was similar from and different to what they themselves ate, and whether they have had 
any difficulties in managing what their ehildren eat. Questions were also included to address 
the development in parenting skills and potential difficulties. that may arise as their child 
develops. Once the broad set of questions was developed, prompts and potential follow-up 
questions were included. The first interview was treated as a pilot interview, but no additional 
areas of questioning arose during this interview so this interview transcript was included in 
the analysis.
2.6 Procedure
2.61 Ethical Approval
Ethical approval was granted by a MREC (see Appendix 2) and fi-om the University of Surrey 
Ethics Committee (see Appendix 3).
2.62 Ethical Considerations
Participants gave informed consent to participate in the research. No deception was used. 
Participants had the right to withdraw at any time during the research interview. The 
participants could choose to be interviewed by telephone and many chose this option. The 
main ethical consideration was that if participants felt any distress during or after the 
telephone interview that they would be able to access appropriate support. In order to 
accommodate this need, the participants were given the telephone number for the Eating 
Disorders Association (EDA) helpline in the participant information sheet. Additionally, at 
the end of the interview, all participants were asked if they felt any distress during the 
interview. Where they indicated that it had raised issues for them, the participants were given 
the telephone number for the EDA again over the telephone and it was recommended that they 
access some support available to them, for example, to contact their General Practitioner (GP). 
The participant information sheet also recommended that participants contact their GP should 
they feel they needed support or wished to discuss any issues raised during the interview.
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2.7 Recruitment
Participants were recruited who could comment on the topic of the research questions. The 
participants were all women who had had an eating disorder and become mothers. The 
inclusion criteria were;
• females aged eighteen or over
• who have received treatment for an eating disorder in the past and reeovered from an 
eating disorder,
• who have ehildren.
The exclusion criteria included:
• males,
• anyone under the age of eighteen,
• those who have never suffered from an eating disorder,
• anyone who had an aetive eating disorder or anyone who was receiving treatment for 
an eating disorder or
• those who have a history of or recovered from an eating disorder who does not have 
children.
Partieipants were recruited for the study from two organisations that held databases of 
volunteers willing to be contacted to be involved in research into eating disorders. These were 
the Eating Disorders Department at the Institute of Psychiatry and the Eating Disorders 
Association (EDA). It was aimed that 10-14 participants would be recruited, which was 
appropriate for the qualitative methodology being used. IPA has been used with samples 
ranging in size from six to twenty-one participants (Smith and Osborn, 2003).
The participants were alerted to the study happening in two ways.
1. By seeing an advertisement in the researeh newsletter sent to all volunteers whose 
details are held in a database of volunteers held at the Institute of Psychiatry (see 
appendix 4).
2. By being sent information about the study by the Eating Disorders Association.
Both the study advertisement and information pack contained contact details for the 
researcher. The information pack contained an invitation letter (appendix 5), a participant
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information sheet (appendix 6)^  a consent form including permission to audio-tape the 
interview (appendix 7). People who wanted to participate in the study, eontaeted the 
researcher by post, e-mail or by telephone. Participants could be interviewed either in their 
homes, at the University of Surrey or by telephone. Two of the participants were interviewed 
in their own homes. The other fourteen partieipants were interviewed by telephone. Most of 
those interviewed by telephone was due to practical difficulty of them living a eonsiderable 
distance from the researcher’s base. The participants recruited lived across England and 
Scotland.
2.8 Data collection
Each interview lasted between 40 and 80 minutes, with the average length of the interviews 45 
minutes. The interviews were tape-recorded and transcribed verbatim. Eaeh interview was 
allocated a code number to ensure partieipant’s anonymity. All identifying details were 
changed during the transcription to ensure confidentiality.
2.9 Participants
14 female participants were interviewed. Table 1 summarises their démographie details: The 
participants mean age was 42 years (range 32 to 61). Between the participants, they had 25 
children (12 boys and 13 girls), average 1.8 children each, the children’s mean age was 12, 
(range 1 to 35). Amongst the mothers there were 3 sets of twins. All the mothers described 
themselves as being White, British. In terms of marital status; 2 were single (never married), 
2 were co-habiting, 8 were married, 1 was divorced and 1 was re-married. One child was 
described as having obsessive-compulsive disorder. 7 of the children had feeding difficulties.
Table 1- Summary of participants’ demographic details
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2.10 Analysis
The data analysis of the interview transcripts followed Smith and Osborn’s (2003) guidelines. 
After the interviews had been transcribed the following steps were taken to carry out the IPA 
data analysis. These are detailed to facilitate transparency about this process.
1. The first transcript was read and re-read so I could become familiar with it. The left- 
hand margin was used to annotate what seemed interesting about or important in what 
the participant said. Some of the comments made were attempting to summarise or 
paraphrase what the participant had said. I was thinking about any connections that 
arose within different parts of the narrative. At this stage similarities, differences, 
amplifications and contradictions in their aceount were commented upon (Smith and 
Osbom, 2003). Any preliminary emerging themes were recorded on the transcript. 
These were keywords or phrases that attempted to capture the essence of the text 
(Smith and Osbom, 2003).
2. The transcript was then read again. This time I was attempting to deseribe the higher 
level theme titles in the right-hand margin. As an analyst these were from my 
perspective and eonnections were made across the transcript. Examples of the initial 
and later themes ean be seen on the annotated transeript (appendix 9). At this stage, 
theme names were recurring throughout the transcript.
3. These themes were then listed, firstly, in chronological order and then in a more 
meaningful, analytical ordering, incorporating the themes that seemed to eluster 
together and those that emerged as superordinate concepts. As I clustered the themes, 
I cheeked this list with the transcript to ensure that the themes were grounded in the 
transcript and made sense in relation to the participants’ account.
4. The remaining transcripts were all analysed using this same process. Examples of 
themes whieh had emerged from the first transcript were noted and new themes that 
emerged were integrated or added to the original list of themes.
5. When a new theme emerged, the previously analysed transcripts were re-read and re­
analysed to evaluate the importance of the new theme across accounts. In this way, 
the analysis was an iterative and non-linear process and it aimed to reflect the 
convergences and divergences, similarities and differences across the participants.
6. Once all the transcripts had been analysed, a table of the superordinate themes was 
constructed (see appendix 10).
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2.11 Evaluation
Osbom and Smith (1998) Smith and Osbom (2003) argue that like quantitative research, 
qualitative research needs to establish it’s validity and eredibility. However, they argue that 
qualitative research should be evaluated on a different set of criteria from quantitative 
research. Elliot, Fischer and Rennie (1999) suggested a set of guidelines that qualitative 
research can be evaluated against that fits with the epistemologieal foundations and 
assumptions of qualitative approaehes.
Owning one’sperspective: Above I have outlined my perspective and the biases that I have 
brought to my interpretation of this piece of qualitative researeh.
2. Situating the sample: I have given a description in words and in the partieipant 
demographic table so readers can judge how widely the findings might apply.
3. Grounding in examples: In the analysis section below, I have provided numerous examples 
of the raw data, including one eomplete and annotated interview transcript showing the initial 
and later theme titles to illustrate the IPA analysis procedure followed. I have also stayed 
close to the data in the analytic process.
4. Providing credibility checks: I will be sending participants a summary of the results and 
asking for feedback.
5. Coherence: The interpretation of the data aims to be eoherent and an integrated analysis of 
the partieipants’ narratives.
6. Accomplishing general versus specific research tasks: This research aimed to aecomplish a 
general understanding of motherhood in women who have had an eating disorder.
7. Resonating with the reader: It is hoped that the results will make sense to readers and 
eapture the phenomenon being studied.
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3 RESULTS
Participants were interviewed about how they manage their children’s food intake and about 
whether they felt their history of having an eating disorder had any impact on how they 
manage their children’s diet.
3.1 Summary of Major Themes
The mothers deseribed how they manage their children’s food intake with six major themes 
emerging from their narratives. These were; gold standard, food control, food contact, social 
eating, proteeting their child(ren) from transmission of their eating disorder and weight 
eoncems caused by motherhood. These have been detailed in table two below. Each of these 
themes are described and explored below, with specific quotations relating to the sub-themes 
contained within the six major themes.
Table 2: Major Themes Table.
Superordinate Theme Subordinate Theme
1. Gold Standard Motivated to be healthy
2. Food Control Restriction 
No restriction 
Overfeeding
3. Food Contact Enjoyment of food 
Underinvolvement in food 
Overinvolvement in food
4. Social eating Enjoyment
Strategies
5. Eating disorder transmission No fears of transmission 
Fear of transmission strategies 
Mother’s problematic behaviours
6. Weight concerns caused by 
motherhood
Looked after self during pregnancy 
Bulimic breastfeeding
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3.2 GOLD STANDARD 
3.21 Motivated to be healthy
The majority of the women described being highly motivated to provide their children with a 
healthy diet and had strong ideas of a gold standard diet for their ehildren. All of the mothers 
described their children having a regular eating pattern of breakfast, lunch and dinner. Most 
of the mothers described feeding their children healthy, balanced meals for example, one 
mother, Rachel described
I  try to have a healthy diet rather than a, it's not like a strict diet or anything that’s not fu ll o f  
junk food, I  try to strike an even balance (Rachel).
Some mothers described how they chose between a range of different food products and 
always chose the healthiest food for their children, in terms of selecting the most natural 
produets, least processed food and without added sugar. They deseribed using food that was 
“organic”, “wholesome”, “no additives”, “no preservatives” and “healthy”.
These food choices were made by the mothers for their ehildren without the child’s preference 
being considered. One mother described adding extra items to their child’s healthy breakfast 
to make it even healthier.
They don’t eat meat. [] I ’d never give them processed meat anyway...I wouldn’t get them the 
sugar -coated cereals fo r  example and those gelatine sweets, they ’re always getting given 
little bags o f  gummy sweets, and that b it’s hard, to say, you know, you can’t have 
those...Breakfast cereal is usually something not coated in sugar, like Malties or erm, rice 
pops with oats or raisins, usually, I  usually put raisins or chopped up fruit on the top. And 
then they have their cup o f milk (Hillary)
Whilst most of the mothers deseribed choosing healthy food for their children, some of the 
mothers described choosing very healthy food products. They were eoncemed to provide 
their children with the best quality healthy food. Their narratives contained references to 
natural, wholesome foods for their children, for example,
I  look at stuff, whether i t ’s organic or free range, has it got too much sugar or salt in...meat 
wise I  don’t buy lamb or i f I  buy them beef i t ’s just the really good quality extra lean (Anne).
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The mothers’ accounts described a number of strategies they additionally used to get their 
children to eat healthy foods. Some mothers described how they disguised healthy food, 
particularly fruit and vegetables. It seemed that the children particularly disliked vegetables; 
and the mothers would go to various different lengths to disguise vegetables so that their 
children would eat them. For example, they “hid carrots”, “added vegetables” or “puréed fruit 
into “iee-lollies”.
I  won 7 buy beef burgers fo r  him I  make my own and try and stick some onion and carrot in 
there so he doesn 7 realise he is eating it (Anne).
So by hiding the actual ingredients, sueh as mashing and pureeing fruit and vegetables, the 
mothers ensured their children ate fruit and vegetables when the child did not want to. This 
avoided any potential conflict caused when the child was given food such as vegetables that 
they either disliked or refiised to eat.
In summary the mothers were motivated to provide their children with a gold standard healthy 
balanced diet. Some mothers described buying their children wholesome, natural, organic, 
best quality food products. Where the children disliked vegetables, the mothers would 
disguise these in their meals to ensure that they ate these.
3.3 FOOD CONTROL
Many of the women described the importance of trying to maintain control over their 
children’s diet. This was described in terms of; restriction of unhealthy food and snacks, 
providing healthy snacks, underfeeding, overfeeding, using food as a reward, giving children 
choice of food and giving older children a ehoiee of food. This theme described how the 
mothers managed what food their children consumed by exerting control over what they ate.
3.31 Restriction
Restriction was central to the mothers’ motivation to provide their children with a healthy 
diet. This was described in terms of restricting their child’s access to unhealthy food and 
snacks. The majority of the mothers described controlling and restricting their children’s 
consumption of unhealthy food. The mothers used the term “unhealthy food” to describe
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sugary, high fat, high calorie food and drinks. There was convergence across nearly all the 
partieipants’ accounts that whilst they allowed their ehildren to have unhealthy food, they did 
not want their children to eat unhealthy food. During the analysis, various strategies emerged 
that the mothers used to eontrol the unhealthy food their children consumed. These strategies 
were; buying healthier versions of unhealthy food, (for example, low fat or low sugar 
options), restricting the frequency and amount of unhealthy foods they bought and that their 
children could consume. For example, only allowing their ehildren to have sweets one day of 
the week. Some mothers did not buy their ehildren any unhealthy “junk” food themselves and 
instead directed their children towards healthier food such as bread, rather than sugary snacks 
or crisps. For example,
i f  they had their way they would have chicken nuggets fo r  breakfast, lunch, dinner and tea... I  
buy them at the beginning o f the week and when they are finished that’s it, they don’t get them 
again fo r  the rest o f the week because they aren’t healthy are they? They ’re pretty rubbish 
quite honestly (Victoria).
All of the mothers said their children were allowed to eat food at “fast food” restaurants, but 
only occasionally. There was eonsiderable variation in whether the mother would take the 
children there herself or whether the children’s father would do so because the mother found it 
too difficult.
Well, i f  they ’re out socially with friends and they really want to eat junk food, that’s up to 
them, but they know I  would disapprove but I ’m not going to punish them fo r  it. I  can’t 
control them when they ’re out o f  the house and about with their friends (Hillary).
One of the ways people with eating disorders restrict their food intake is by cutting out snacks 
from their diet. Therefore it was anticipated that snacking and allowing their children to eat 
between meals eould pose an area of difficulty for the partieipants. The mothers described 
letting their children have snacks between meals, which was positive. Most of the mothers 
deseribed letting their children have unhealthy snacks, including chocolate, biseuits or crisps. 
Broadly most of the mothers would let their ehildren eat unhealthy snacks. Some mothers 
described further controlling their children’s access to unhealthy snacks by their children 
having to ask permission to eat unhealthy food.
The trouble is they are supposed to ask and they don’t. I f  my back is turned or I  go to the 
toilet they[] Unless I  actually watch them like a hawk 24/7 they are in the cupboard before I
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can get there and i t ’s down their throat before I  can do anything about it, but they are 
supposed to ask and they know that (Victoria).
One mother was quite clear that her children could only have snacks if  they had eaten all their 
dinner;
i f  they’d eaten their supper before, and then if, often, you see they don’t finish their supper so 
i t ’s put away, so they can come down and eat that i f  they want anything, i f  they ’re hungry, but 
i f  they have eaten their food and they ’re hungry, they can get something i f  they want it... And 
i f  they do actually finish it; often, often, then er, a bit later, usually a couple hours later, then 
they ’II say, “can we have some pudding? ’’. They might have a bit o f  cake or a biscuit or 
something, some little treat, really, again i t ’s not really much (Hillary).
However a significant proportion of those mothers who let their ehildren eat unhealthy snaeks,
. gave the impression that they were not happy with this. For example,
he has to have milk and biscuits before he goes to bed, that’s his thing that he likes. I ’ve tried 
to have him try and have him a banana instead cos i t ’s healthier but he sort o f went no, he 
wants his milk and cookies so, he has that (Nicole).
A small number of the mothers described having worried that they were underfeeding their 
children and gave instances of not feeding their children enough. For example, one mother 
was anxious that she was unintentionally underfeeding her child,
I  was a bit worried that he might not be getting enough to eat, but I  never woke him up to feed  
him or anything like that (Christine)
One mother eited that when she was not recovered from her eating disorder, she had 
deliberately underfed her child to control his weight. She described both watering down his 
bottles of milk and making his feeds further apart in time, as means of underfeeding him. Her 
narrative deseribed her reasoning for doing this;
a paediatrician... said i t ’s a well known fact that anorexics don’t like their babies gaining 
weight and don’t like feeding them, so i f  that happens to you, h e’ll go into care,... then you 
sort o f think, so I ’m not supposed to want to feed him am I? Oh ok, better not then...so I ’d 
water his feeds down, you know absolutely stupid..., I  would try and make his feeds a bit
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further apart... the main thing when he was on a bottle was watering it down, which was not 
good and I  think the health visitors definitely twigged, and he was put on a At Risk register, 
...and then they weighed him at the end o f  six months and he was starting to eat solids and I  
was ok with that, so he was taken o ff the at risk register...! regret it, I  look back and i t ’s as 
though it was somebody else. It really is, i t ’s not me and I  look back and I  can honestly say 
I ’m ashamed o f it, totally regret, very guilty about it (Rebecca)
In contrast however some mothers never considered underfeeding their children. For example 
one mother expressed,
I  didn ’t ever thought o f stopping him having what he wanted, ‘cos I  tend to think that babies 
will tend to even themselves out anyway (Nicole).
3.32 No restriction
In eontrast, one mother, Sarah said that she did not control or restrict what her children ate, 
but then contradicted herself by listing a number of conditions to the type of varieties of 
products they could have. Overall her children had healthier versions of foods.
I  let them eat pretty much what they want, when they want. But they have been brought up 
that they drink diet coke rather than ordinary coke, they drink sugar free rather than the 
ordinary squash but I  think that is more to do with worrying about care o f their teeth and 
things, I  don’t think I ’m any different from any other mother as fa r  as that is concerned 
(Sarah).
In contrast to how the mothers described feeling about their children eating unhealthy snacks, 
most of the mothers were happy to let their children snack on healthy foods and have 
unrestrieted access to healthy snacks. The mothers deseribed their ehildren being able to 
freely help themselves to fruit, nuts and cereal bars. For example, Emma described letting her 
ehildren have unlimited amounts of healthy snacks such as fruit and nuts.
In between I  let them have as much snacks and stuff as they want in between, I  do limit it to 
erm. I ’ve always got lots o ffruit around or nuts or muesli i f  they’re hungry they can help 
themselves to bread or a bowl o f  cereal ...they’ve got the freedom to eat when they ’re hungry
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but on the free stuff i t ’s kind o f limited to fruit and nuts and bread or cereal or whatever they 
want (Emma).
Whilst most mothers described controlling what their ehildren ate, a small number of the 
mothers allowed their ehildren to ehoose what they ate. These choices ranged from a forced 
ehoiee (choice given but from a limited range of options) to actually buying specific food that 
their children asked for. One mother described letting her young child choose what she 
bought for him to eat;
I f  he wants something different I ’ll get it fo r  him. [] I  will buy things fo r  Lee i f  he wants it 
(Laura).
Other mothers described offering their ehildren a range of foods they could choose from;
I ’ll always give them a choice o f  you know at snack time, you can have this, this or this, 
(Rachel).
Some mothers of older children said that they gave their children a ehoiee of food when they 
were older. There was some divergence over whether mothers found letting their children 
have control was easy or difficult for them to do. For example, one woman whose children 
were eleven and thirteen years old said it was difficult for her to let them choose food, but that 
she did it anyway.
I t ’s really hard, fo r  them I  buy them basically now that they are old enough to tell me what 
they like I  buy them what they like. My eldest daughter absolutely loves curry so I  buy her 
curry (Sarah).
In eontrast some of the mothers did not find giving their children some control over what they 
ate diffieult for them to do. One mother of teenage children reflected;
No not diffcult, I  didn’t find it difficult when they are teenagers and they wanted to eat pizzas 
and stuff like that then you have to buy pizzas and stuff like that (Christine).
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3.33 Overfeeding
There was variation in whether the mothers deseribed overfeeding their children. Whilst some 
mothers deseribed this;
they ’d take quite a good feast to school (Rebecca).
In contrast, other mothers were elear that they did not overfeed their children;
I  mean she was always big i f  you know what I  mean, I  can’t, she was a big baby so it wasn 7 
as though I  fed  her up I  mean she was just a big baby um, cause my husband’s 6 ’2 ” so h e ’s 
big you know what I  mean h e ’s tall and she probably took after his side o f the family (Sophie).
A small number of the mothers described using food as a reward for their children’s good 
behaviour. For example, some mothers described using desserts as a reward for eating their 
dinner.
Basically I  don 7 use them as a treat but i f  they don 7 eat their dinner then they don 7 get a 
dessert afterwards (Sarah).
One mother described making her son do his homework while eating his dinner;
I  always fe lt like I  had to earn food so I  had to do a certain amount o f work or whatever 
before I  could eat. And I  was making him do his homework, while having his food which is 
awful! I  eventually came to my senses (Laura).
In summary, the theme of food eontrol in the mothers’ narratives was concerned with how the 
mothers attempted to manage their ehildren’s diet, with them being motivated to feed their 
children healthy food and snacks and to restrict their children’s consumption of unhealthy 
food and snacks. Restriction was central to how the mothers managed their ehildren’s diet. 
The theme also embraced mothers’ descriptions of over- or under-feeding their ehildren and 
how as their children got older they gave them more choice over their food. The next theme 
encapsulates mothers’ experiences of having eontaet with food.
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3.4 FOOD CONTACT
Some of the mothers deseribed relatively typical food preparation and had no difficulty with 
this. However there were two groups of mothers who described having difficulties with food 
eontaet and preparation. Whilst one group described under-involvement in food eontaet and 
preparation, the other group described diffieulties with food contact resulting in over­
involvement in food contact and preparation. The former group deseribed restrictive food 
preparation, seeking food avoidance, distraetion from food and reduced food preparation time. 
The latter group however engaged in prolonged food preparation.
3.41 Enjoyment o f  food
Some of the mothers described engaging in normal food contact and preparation. For 
example,
I  would say I  just go in and do it normally (Rachel).
Some of the mothers described enjoying food shopping and having food contact;
i f  I  was having a dinner party or something, I  really enjoy the planning, going doing the 
shopping, buying really good ingredients and then cooking and sharing it with people (Libby)
All the others however, described finding food contact very difficult and indicated that they 
were either under- or over-involved in food contact and preparation.
3.42 Under-involvement in food
Some of the mothers described avoiding food and food preparation whenever possible or 
completely. Some of these mothers also described avoiding cooking whenever possible, they 
found it diffieult to cook meals for their ehildren, to do food shopping, did not cook new 
recipes “for the sake of it” or spending hours cooking. They described cooking because their 
children need to eat, not because they enjoyed it. Some mothers described relying on their 
partners/husbands to do the cooking when they found it too difficult;
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/  fgAwf fo «arm;, /6%n/g coa&âng fo jkGcVhze/ aoy es:-f,arf»er faaccwwae /  gef grwüe
about doing it, and I  will do it i f  I  have to, so i f  Michael goes out or something, Vm not going 
fo /efjtwcw jfan/g or a, /  %?//(&, ü ate,,, %
/cMonw /  6/wwtor jTcGwY recwVy /AuAdriv/wzf
eventually give him a dinner but... it is quite stressful (Nicole).
In one mother’s experience she found it veiy difficult to cook for her children but she would
make the effort to cook for them, but avoided cooking for herself.
men theywere younger. I  found it really difficult to feed them. I  still sometimes, find it
difficult to feed  them. I'm  quite happy to come home sometimes and just not bother with
dinner. I d  be happy to live on the sandwiches fo r  dinner; I ’m not bothered about cooking a
dinner. I  do cook a dinner fo r  them but i f  I  don't have to cook it fo r  me I  don't bother 
(Sarah).
A small number of mothers described needing to be distracted from food whilst preparing and 
cooking it. Their accounts described the strategies they used for dealing with this; for 
example, engaging in another activity simultaneously.
I  wouldn t make food  the main focus, we might have the telly on or we might be doing 
something else like looking at a book or something like that um I  did find  I  got very anxious 
about his eating and was kind o f  pushing food on him quite a bit (Laura).
Some of the mothers described giving their children food that could he prepared quickly, so
they could avoid spending lengthy periods of time cooking food. One mother who was not
recovered described not actually “cooking food”, instead fed her child ready meals or tinned
food. He was also fed by other people outside of the home, which reduced the number of his 
meals she made herself.
So I  will get that but I  wouldn't think to make that you know I 'd  buy that ready made...I'm  
very lucky in that because he's at the childminders a lot that means that he gets fe d  there 
because I  don't actually cook like. I  mean I  say meatballs but he has that out o f  a can but I  
wouldn't think to cook meat or anything like that... I  tend to live on pot noodles ‘cause they 're 
easy and um, yeah I  know exactly what's in them (Laura).
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In contrast however, some of the mothers described disliking buying ready-made meals for 
their children and preferred to cook their children’s meals themselves.
I  don't like any ready meals fo r  them or anything like that (Anne).
3,43 Over-involvement in food
In contrast to the mothers who were under-involved in food preparation, there were a number 
of mothers who described being over-involved in food preparation. These mothers described 
spending a long time cooking, for example, “spent hours cooking for people”. These mothers 
were also likely to have described “surrogate eating” (see below). For example;
I f  anything I  spend more time, F II spend any amount o f time, i f  somebody said I ’ve really set 
my heart on this meal, i f  it took me four hours to prepare it wouldn’t bother me in the 
slightest. I  quite happily do it (Rebecca).
Some mothers described “cooking meals from scratch”, which reflected how a number of the 
mothers described doing all their cooking using individual and fresh ingredients rather than 
buying shop bought or ready-made products.
I  am a big one fo r  eating healthily, eating fresh food, cooking from scratch... Like I  say we 
don’t have processed food but that’s because I  wasn’t brought up on that kind o f  diet, my 
mum and my grandma always cookedfrom scratch and cooked fresh (Mary).
Another sub-theme relating to mothers being over-involved in food preparation was described 
by a number of the mothers who would only eat food that they had made themselves 
(ownership).
At home I  do all the cooking and I  won’t eat food that someone else has made (Alice).
In summary, the mothers’ narratives suggested two different styles of managing food contact, 
both of which seemed to reflect an underlying difficulty with food preparation. One group of 
the mothers described avoiding food contact, seeking distraction from food when preparing it 
and chose food that could be prepared in the minimum amount of time. In contrast, the other
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mothers typically always spent a longer time preparing and cooking food, and cooked their 
children’s meals from scratch.
3.5 SOCIAL EATING
A few of the mothers enjoyed social eating with their children with no expressed problems 
with this. Many of the mothers however, described having difficulty eating in social 
situations with their children and with other family members and friends and managed this by 
employing various strategies.
3.51 Enjoyment
A few of the mothers enjoyed social eating with their children with no expressed problems 
with this. These mothers described managing to eat meals together with their children and 
eating the same food as their children during mealtimes. They described their mealtimes in 
terms of "we ate the same food” and “we sat at the table together”. However, only a few of 
the mothers shared this experience, Libby for example, described;
/Yfisaf/afero,;. /ivozz&fiAKwzffo jgf a .good Zry
and no/Twa/ aAowf ,f, Ziwf /j&wwr ve,}, very d%??o,df fo ./èe / Mo,7,%,/<,6owf ;f, jo  
ivozdkf ibe ivow&f a /of q/'e»evTgy a,%/\pw}Yd;âc o/, arXjCKwY ,%)f fo f/nan g%) aa;/
throw up immediately afterwards (Libby).
3.52 Strategies
Many of the mothers described mealtimes and social eating as stressful and developed 
strategies to manage this. For example, mealtimes were stressful if they put pressure on their 
children to eat food that the child refused. For example,
i f  they could learn the discipline o f time, get mealtimes done and over with[] the, few  
oc:oaf/o,w iv/nane yw-'i/g go,,e oaf fo oaf, /'ve, %of a/de fo «awf, /leca&wrgjrjggf jo
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saying have another mouthful or have a bite o f  that”,, i f  Fm getting impatient with 
them not eating, I  will pick up their spoon and hold it in front o f  their face erm, Pippa’s 
getting better now, she does actually feed herself (Hillary).
Another mother found meals stressful if her child did not eat all the food she had made, 
fearing she would have the urge to eat it herself:;
what I  would find  difficult was that i f  there was any food left over, and i f  he didn’t eat it... I  
w oa/d /%ave fo oaf ff ^ooaayg /  woa/da Y 60 a6/e  fo y W  /oavo ff aad ..., / ' d yôo/ a/ndoay a6oaf
that, ... get very stressed or ... cross (Libby).
There was a general theme across the accounts that the mothers’ level of recoveiy influenced 
whether they felt meals were stressful. For Sarah, when she was less well recovered, 
mealtimes were stressful for her;
When I  was ill yes they were stressful but they were stressful fo r  me and probably fo r  my 
husband. It was really difficult as well because we couldn 7 all sit round and eat together
ve/y  oajzYy 6ocaaye ff w aj o W o a y  /  wa.ya 'f eafmg. / /  B af / /o a a d  zf ro a %  roa//y Aard fo do zf
(Sarah).
Many of the mothers described having some difficultly with social eating with their children. 
Most of the mothers described sitting down to eat meals with their children, but eating 
separate food from the children. For example,
I  just cooked, I  cooked fo r my husband and the boys and they ate, and I  ate something 
d # r o z z f  a d  f/zo fzaze. /  /zovor .yaf azzd afo f/ze .yazzze zzzoa/ f/zaf f/z^  afe. 1Tb a/w«^.y .yaf dowzz
together and ate dinner at the table...and ate at the same time (Christine).
In contrast a number of mothers found eating with their children during mealtimes so difficult 
that they avoided social eating with their children. For example,
Ye a d  zzz f/zg dvzzzg roo/zz af f/zg a^zzzg fzmg, 6af gnzz, zzof rga//y af, dajozz ^zfy af f/zg fa6/g azzd 
/ ' d  6g zzz f/zg azTzzc/zazz- oz".yozzzgf/zzzzg.// ^o ddozz 'f gvgz-z-ga/Zy gaf wzfA Mzc/zag/ azzdda.yozz zzz f/zg
evening (Nicole).
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One mother had developed a strategy to manage her children during their mealtime that she 
found too difficult to share with them;
The way I  cope with it is that Ifeed  them at the time while Fm preparing mine and husband’s 
food, so Fm around supervising so that it doesn ’t turn into complete mayhem, but Fm keeping 
myself busy so that Fm not stressed by them f] they eat around five-ish and my husband 
usually gets back, ju st before half past six, that’s when he and I  eat,[] I  enjoy cooking, I  just 
don’t eat, the same things that erm, Fm cooking separate things, the thing that it has most 
impact on, is that I  can’t eat with the children, i t ’s not that I  don’t want them to see me eating, 
i t ’s because they are such chatter boxes, they don’t get on with the meal, my attitude is that I  
eat it and get it over and done with, I  don’t like lingering over a meal (Hillary).
A significant proportion of the interviewees, like Alice, also described avoiding social eating 
with relatives.
My husband and Lisa they go out and have meals either in restaurants or at his fam ily’s 
homes, but I  don’t go with them. She’s more conscious o f  that (Alice).
In contrast some of the more recovered mothers described eating socially with their wider 
family now, but expressed it had been difficult for them to do in the past;
Now i t ’s not a problem at all...In the past that would have been an issue, I  wouldn’t have 
liked to go to places or would have not eaten the day before to make up fo r  having to eat, just 
to be normal to other people, but at 22, it was just completely normal and it wasn’t an issue at 
all (Rachel).
A number of the mothers described avoiding social eating with friends. For example, some 
mothers described avoiding social occasions involving food;
There’s a lot o f  things w e’re invited to that I  will avoid iffood ’s involved (Laura).
In contrast some of the mothers described social eating as difficult, but manageable if the 
other people involved would accommodate their specific needs, such as agreeing to only serve 
them a restrictive -sized meal, letting them know in advance what food they were cooking, or 
agreeing to cook the food in a restrictive way, for example, not using too much oil.
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J fw e  are invited out to friends or family I  really need to know what is going to be dished up 
because still people that know what I  do like and what I  don 7 will still do things soaked in 
olive oil and stuff like that which I  really do not like and wouldn 7 eat, but they would still 
expect me to eat it when I  got there (Anne).
Several of the mothers expressed that their children were aware of her not eating food, being 
restrictive, missing meals or not eating with them.
Pippa and Lisa had one at lunchtime and Pippa says aren ’tyou having one? ... I  said no. I ’ll 
have one later, and she says oh, I  thought you could, she wants me to eat and when we are 
owf, //"wg, f/'Wg z/o g o  owf, jAg m/Z woAcg z/"/'zzz zzof gofzzzg, . . . /  f/zzzzA: f/zof .y/zg f/zzzz/ky zf '.y o/zzfy,
and she feels sorry fo r  me (Hillary).
Some mothers’ accounts suggested that the children wanted their mother to eat, encouraged 
her to do so and it became apparent that some of the children were adopting a more parental 
role by asking their mother if  she had eaten;
7% ^ Azzow z/"/ ozzz zzof gofzzzg ozzzZ f/z^  wozzf zzzg fo gof. 7% ^ wz// .yoy Ziovg yozz /zozZ ozzy Zzzzzo/z 
foz/oy? ylzzzZ 7 ozzz vgzy z p^j-gf fo f/zzzz/: f/zof f/z^  o6vzozzj/y /zovg gozzggzZ /zow 7 /zovg Zzggzz ozzzZ
what I  do kind o f thing (Anne).
Some of the mothers had partners, and they described the positive impact of the 
fathers/partners in terms of modelling adaptive eating behaviours for the children. The fathers 
provided the children with a positive role model in terms of eating a range of healthy and 
unhealthy foods, and eating meals with the children. One mother described her partner 
making up for her not being able to eat with the children;
That... was a good thing because at least one parent was eating with them (Rebecca).
Other women’s partners also did not restrict the children having unhealthy food
I f  my husband was around at that point we would have been going out and doing stu ff and 
they would maybe have crisps or an ice cream or whatever (Christine).
In summary, whilst some mothers had no difficulty engaging in social eating, many mothers 
described having difficulty with social eating. They described the strategies that used to
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manage social eating with their children, relatives and friends. These included eating with 
their children, but having separate food, avoiding social eating with children and avoiding 
social eating with their wider family and friends.
3.6 EATING DISORDER TRANSMISSION
This theme described how the majority of the mothers expressed concern that their children 
were at risk of developing an eating disorder. This theme was described as; having no fears of 
transmission, the strategies the mothers used to prevent transmission and the problematic 
behaviours that the mothers engaged in.
3.61 No fears o f  transmission
There was divergence across the accounts surrounding whether or not they feared that worried 
that their eating disorder would be transmitted to their children. A minority of the mothers 
were not concerned that their eating disorder would be transmitted to their children. For 
example,
/  don 7 worry that she will, because I  see a difference in her from what I  see in myself I  think 
I  m doing a reasonably good job, teaching her and helping her, just being a good parent. I ’m 
fzymg AW fo 6g o goozZ j^ oroMf mfA Aor, ... ;yo /  fAmA fAg AWmgj^  ^q/'Agr Aovmg o/z gofzTzg 
disorder is much lower in that she can express her feelings and get support when she needs it 
(Emma).
Furthermore a small number of the mothers felt that their history of having an eating disorder 
had had a positive impact on how they manage their children’s eating and diet. For example, 
some believed their experience had made them better mothers;
o^zzyfAzTzg 7 fAzzzA zf'.y zzzoz/g zzzg o Agffgz-;zoz"gzzf z-ggorz/zzzgyôozZ ozzzZ gofzzzg Agcozz.yg 7'/zz zzzorg
relaxed about it, probably on purpose... so i t ’s probably had a positive effect rather than a 
negative effect, I  don t know whether i t ’s because I ’m more conscious of, what things could 
lead into, i f  your meals are stressful, children tend to do the opposite o f  what you want i f  
yo u ’re getting stressed, so i t ’s probably made us more relaxed about mealtimes, and make 
them more enjoyable and make food more enjoyable (Rachel).
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3,62 Fears of transmission strategies
All the mothers were clear that they did not want their child to develop an eating disorder,
oAWoKy/y 7 z/ozz 7 wo/zf z7 fo ( # c f  Az/zz, Azzf 7'zzz zzof gozzzg fo A'g A/zzzzZ fo fAo_/ôcf fAof zf;zz"oAoA/K 
wzVZ. ... Ag oozzzzzzgzzfgzZ zzz fAg;?ojf ... '^ yozz'z-g vgzy fAzzz /zzzzzzz"...zf z"go//y fA ocW  zzzg, ... Ag 
wo.yyôzzz- wAgzz Ag .yozW fAof ozzzZ7 Wzz 7 fAzzzA Ag AozZ o cozzoW q/'wAof fAof wo.y ozzzZ 7... .yozW, 
"wg// wAof z/og.y fAzzz zzzgozz fAgzz?" ozzzZ fAgzz Ag ^orf q/'^ozW "'77 zzzgozz^ y yozz Aovgzz'f gof ozzy
food  zzz your belly”, and it made me quite sad really,, he doesn 7 copies not eating i f  you 
what I  mean, h e ’s never sort o f  like going without eating (Nicole).
see
Some mothers were aware that if  they did not recover from their eating disorder that this could 
impact on their ability to parent their child and were worried their children would be taken 
into care by social services.
7 woj fgz-z-z/zgzZ 7 woj gozzzg fo /o.yg fAgzzz govg zzzg fAg zzzofzvofzozz 'co.y 7 z-go/zW fAof zfyzz^ f
wojzz 7 woz-fA zf, wAofgvgz" wo.y gozzzg ozz, wAof 7 ggffzzzg^ozzz zf, wayzz 7 u/orfA Wzzg zzzy
children (Sarah).
There was convergence across the mothers’ accounts in how they described having had 
treatment (or therapy) for their eating disorder because of their children. Some mothers 
described their child s birth as being a major turning point in recovering from their eating 
disorder;
Tg^ , 7 fAzzzA ozzg zz  ^ Azg zzzofzvofzozzj yôz- gozzzg ozzz/ ggffzzzg o^zzzg Ag^ ozzz/ fggzzzg o
psychologist... was that I  didn t want it affecting the children and I  knew it could. [] I  wanted 
fo Ag zzozTzzo/yôz" fAgzzz ozzz/ 7 wozzfgz/ fo ggf ovgz- fAzf .yo fAof 7 cozz yzzjf Ag fAgfr zzzzzzzz ozzz/ fAof
was a big driver fo r  me to go and get some help... I t ’s a good reason to get completely better 
for, having them, and knowing that their lives are going to be very much affected by ... what I  
do and don 7 do (Emma).
A number of the mothers reported that their children had feeding problems or difficulties, 
occurring when the children were infants or during childhood. For example, Alice’s daughter 
had feeding difficulties as an infant;
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She had some feeding difficulties. She would bring a lot o f  the milk back up. The health 
visitor said I  should keep her laid down after feeding her, because she, she sat up she had this 
reflux and would bring it up (Alice).
One mother reported that her middle daughter was a very slow eater and that she found this 
situation difficult. She described;
Lisa IS painfully slow. I ’ve sought help because the other people have noticed when she goes 
to stay she s just holding food in her mouth fo r  an awfully long time,[] something she had to 
grow owf q/; Agcow.yg^Ag'.y roo/zW  fAof .yAo z/og.yzz 7 wozzf fo Ag .yzffz/zg wzfA Agr_/ngzzz/y, wzfA 
her cheeks bulging, and she got a big reputation at school fo r  being a slow eater....one thing 
that has helped is that I  ve taken to getting some books on tape from the library, and put them 
ozz, gzTzz wAgzz fAgy'z-g gofzzzg ozzz/ fAof of /go^f jfqp.y fAgzzz fo/Azzzg fo gooA ofAgr ozz(/ zzzg.yfzzzg 
about, but, then on the other hand i f  it s too interesting, they just glaze over completely, when 
fAgy wgrg zzzzzcA .yzzzo//gr 7 rgoz/ fo fAgzzz, Azzf zf gof fo fAg /zozzzf fAof zf wo.y rzWzWozz.y Agcozz^ g 7 
was trying to read andfeed them at the same time (Hillary).
The majority of the mothers’ narratives described their children refusing to eat food. The 
children refused to eat foods that are good for them, for example, fruit and vegetables, or they 
refused to try new foods. One partially recovered mother reported that her son would refuse 
to eat some foods that she herself did not eat. Some children however refused to eat different 
types of food they would eat;
I  gave her pizza fingers instead o f  a pizza and she refused to even touch them. She refused to 
Azzvg (zzzyfAzzzg fo z/o wzfA fAgzzz .yAg wozz/z/zz 7 gvgzz fzy fAgzzz. 5Ag fozW 7 z/ozz 7 /zAg fAgzzz zzzzz/
that’s it. (Sarah).
Many of the mothers had insight into the impact of their history of an eating disorder had had 
an impact on their children. One mother described being aware that when shopping she 
bought a smaller amount of unhealthy food than other families and related this to her past 
eating disorder. Other mothers felt their eating disorder history made them; encourage their 
ehildren to exercise more often, more controlling around food and made their children more 
conscious of healthy eating.
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there is absolutely no doubt that my experience has affected every part o f  my life and it has
affected the reaction that I  have to things, it has affected the way I  feed them even when they 
were toddlers (Sarah).
Some mothers described feeling that their hospitalisation because of their eating disorder had 
an impact on their children.
I  realised they missed me more than I  knew at the time, and sometimes they ’II say things, as
they -ve got older, he got a very bad obsessive compulsive disorder which didn’t come to light
fo r  two years, which was bad... Well it started when he was eleven, after I 'd  had another very
lengthy period in hospital, and erm. he actually told me two years later, he was really upset 
about it (Rebecca).
There was convergence in the mothers’ narratives, that most of the mothers perceived female
children as being at greater risk for developing eating disorders than male children. For 
example,
/  worry about both o f  them but more... my daughter. I  know it's not quite so common in 
males (Victoria).
The mothers were concerned about the environmental transmission and inherited risk of their 
children developing an eating disorder.
I  m so terrified because I  know that all the genetic studies and stu ff say that there could 
possibly be a link with daughters, mothers and daughters, you know and they're both quite 
emotional and highly strung in their own ways and I  just don't want to take that risk (Sarah).
Most of the mothers feared that their eating disorder would he transmitted to their children,
and described the strategies they used to prevent this. It was clear they had put a lot of
thought into how they would raise their children to give them a positive message about and
experience of food, eating, weight and shape. They portrayed a positive message to their
children about food, eating, weight and shape. Many mothers described teaching their 
children a healthy message about food;
Being a mother is the most Important thing in your life and you do not want to get it wrong.
[] I  don't want to. put any sort o f  influence o f  the eating disorder on them, and so I  have Unda
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fawgAf fAg/M a Aga/fAy gaAVzg .yorf q/"/wg^ y^ agg fAaf _/hoz/ w/hoz/, zf '.y yW  zz AzW q/'^ z)/zzgfAz7zg
fAgy can enjoy that’s something to fue l our bodies, and keep us healthy, [] we feel i t ’s a tight 
rope walk really, trying not to put my own issues on to her, but also trying to keep my issues 
out, trying not to teach her any food issues (Emma).
Their overall aim was that food would not be an issue for their children. They were motivated 
to ensure that food was a “normal part of life” for their children, for them to eat all foods and 
to not see any foods as “good” or “bad”. They also involved their children in enjoyable food- 
related activities, such as growing vegetables and cooking. One mother was clear about her 
motivation for doing this;
7 z/ozz 'f wzz/zf fo, pzzf zz/zy .yorf q/" zz^ zzgzzcg q/" fAg gzzfzzzg z/zjorz/gr ozz fAg/zz, zzzzz/ ^o 7 Azzvg Azzzz/zz 
fzzzzgAf fAgzzz zz Agzz/fAy gzzfzzzg .yozY q/" zzzg.yfzzgg fAzzf^boz/ z.yyôoz/, zf'.y yW  zz Azzzz/ q/^ fozzzgfAzzzg 
fAgy czzzz gzÿoy fAzzf '.y .yozzzgfAzzzg fo^z/g/ ozzr Aoz/zgj, zzzzz/ Aggp zzf Agzz/fAy ...7 wzzzzf fo ggf fo fAg/zz 
fAzzf 7ygg/ gooz/ zzAozzf zz^ .yg^ zzzzz/ 7 Azzow zf zzzoz-g zzAozzf wAzzf 7 z/o fAzzzz wAzzf 7 ^ zzy, 7 oozz/z/ jz^/
loads o f  stuff but at the end o f  the day they watch you, they don’t listen to you so much 
wAzzfgvgr 7 z/o, fAgy V/ gzzz/ zzpyzzcAzzzg zzp, oqpyzzzg or z-q/'ggfzzzg fAg ofAg/- wz^ (Ezzzzzzzz).
Some mothers described that if their children had tried and disliked a food item, they would 
not make them eat it to avoid making food an issue;
^fAgy gg/zzzzzzg/y z/WzAg zf, fAgy 'vg frzgz/ zf zzzzz/ z/z.y/zAg zf, wg V/ z # /-  fAgzzz jozzzgfAzzzg g/.yg, Azzf z/"
they ’re just being fussy, then they ’II get nothing (Rachel).
Some mothers acknowledged that when their children refused to eat foods, particularly 
healthy foods this made them feel anxious.
He does not do vegetables, he doesn't do fruit; he doesn't do anything healthy which
obviously is quite an anxiety fo r  me (Anne).
One mother, who was not recovered and had a low BMI, verbally told her daughters that her
body shape was not something they should aspire to. One mother could see similarities
between some of her more eating disordered behaviours and the eating behaviours of her son.
7 actually sometimes wonder i f  he could be a binge eater. I  sometimes wonder i f  he could be 
zzzz zzzzzzz-gxzc Agczzzzyg/Az" fAg .y/zz /^gyzzcf wAg/z Ag ggfj .yo zzzzgzy Ag wz// z-g/zzjg ,/Aoz/ zzzzz/ 7
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actually know how that feeling is I  really do. When he likes something he just wants to stuff 
his face fu ll o f  it and on the other hand he will deny himself food to hurt himself (Anne).
There was almost complete convergence across the mothers’ narratives where they described 
wanting to protect and shield their children from developing eating disorders.
I  think actually I  have, I  think I ’ve managed not to infect my son with it, which is what I  was 
very worried about, [] I  didn’t want to fuck him up, lea n  actually remember thinking, I  really 
don’t want to fuck my son up,[] I  was very aware o f how it could affect my son and I  really, 
really didn’t want that to happen (Libby).
There was divergence across the participants’ accounts surrounding whether the children 
knew about their mothers’ history of an eating disorder. Some of the mothers had told their 
children about it, whilst others had not. Some of the mothers had not told their children, and 
said they would tell their children when they were older, when they felt it would be more age- 
appropriate to tell them. Several of the mothers had openly talked to their children about their 
eating disorder. For example, Emma the mother of children aged eight, eleven and twelve; 
had spoken to her children about her eating disorder.
They brow and I ’ve talked to them quite a lot about it, ... I  do work hard at trying to minimise 
the effects, I  know I  have to, I  make a point o f  not engaging in eating disorder sort o f  
behaviours and messages (Emma).
Some of the children had learned about their mothers’ history from other sources. One 
mother described how her children knew about her eating disorder from a young age because 
they had visited her at eating disorder units.
From the age o f  6 and 7 (they knew) ‘cos I ’d be in the eating disorders unit fo r  six months at a 
time. They must have known. I ’m sure my husband would have said ‘cos she’s not eating 
enough or something like that (Rebecca).
In contrast, some mothers described their children having no knowledge about their eating 
disorder history. Some of these mothers also had strong reservations about ever telling their 
children about this area of their life. Many of these mothers had considered the benefits of 
telling her children versus not telling them. Although some of the mothers had insight into the
186
Research Dossier — Major Research Project
development of their own diffieulties, they had very real concerns that by talking to their 
children about it, that they might put ideas into their children’s heads.
She doesn’t know that I  have had an eating disorder, I've never discussed it with her because
I  don't want to put something into her mind that it might be alright, i f  mum's done it then I  
can do it type o f  thing (Mary).
Most of the mothers described not talking about food in a negative way in front of their 
children, talked about perceived dangerous words, “diet”, “fat” or calories”.
/  do try to avoid mentioning diet [] I  try not to mention the word diet, weight, fa t yes I  do try 
to avoid that (Victoria).
Whiist many of the mothers did not explicitly talk about their child’s weight, some of the
mothers were concerned about their children’s weight, with some mothers being concerned 
that their children would become overweight;
IJust  ^ want him to be erm, healthy, i f  he is a little bit overweight but he's still healthy, then
that's fine. [] the only thing that did worry me with Jason was that sort o f  genetically he
would turn out like my partners ' side o f  the family, because my partner and... practically all
o f  his family, are really some o f  them really quite obese, they're all quite overweight and I
was quite worried that Jason would turn out to be, too overweight, like and be not healthy 
(Nicole).
One mother also concealed her negative thoughts about her child’s weight;
/  never made an issue with it with her i f  I  thought she looked a bit fa t I  would never say
anything. I  always used to say you look gorgeous ... I  always boosted her morale ... Iju s td id
I  mean I  never I  Just, gave her every confidence and every you know and thank goodness it 
worked you know because, she’s happy in her body (Sophie).
In summary, most o f the mothers were concerned that their eating disorder may he transmitted
to their children and described a number of strategies they used to prevent this from 
happening.
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3.63 Miim \  problematic behaviours
A number of the mothers described themselves having a restrictive food intake. Whilst some
of the interviewees were transparent about this, others described what they ate each day and I
interpreted whether I thought it sounded restrictive. Some mothers described a restrictive
food intake, for example, not eating any food all day until the evening and then having a
serving of “salad or vegetables with a piece of fruit” for their dinner, or eating a “low-calorie
soup for dinner . One mother who was not recovered (still using purging behaviours) 
described;
For A r g o ^ f  / '/ /  Aovg fwo z/zgg.yfzvg Awcwzfj^ . Frm qwzfg q/?g/z 7V/ .yAzp /w/zcA o/zz/yW ^orf z^
have some snacky cereal bar things, or something in the afternoon and in the evening, I
usually just snack on cold bits and pieces like cheese or quorn slices, stu ff like that, crackers 
(Nicole).
In contrast however, many of the mothers described eating a typical day’s food intake that was 
not restrictive. One mother who was recovered described herself now being able to eat 
unhealthy “fast food”.
When she was little I  would take her but I  would never eat, [] we went to McDonalds this 
Saturday []I did have a fillet offish which I  would never have done at one time. So gradually 
I  have started eating things that I  would never have done (Mary).
A number of the mothers described “eating through other people” such as their children. This 
reflected that they gained more pleasure from seeing other people eat the food they had 
prepared, rather than themselves actually eating. The mothers described it as being “more 
satisfying feeding others”, being able to let their children eat when they could not let 
themselves eat and enjoying cooking for others and other people eating food they have made. 
They described this as “surrogate eating”.
TgzzA 7 cow/z/yggz/ zzzz zzzTzzy, qwzfg Az%p% zzo z"gzz//y fgnozz.y/y / /  jAg W Anzzg ofAgz- Azz/f Azzzzzg
and I  d feed them as well [] I  would eat through other people.[] it upsets me i f  somebody 
doesn 7 eat myfood.f] I  mean I  could never cope with somebody like me at my house?[] Oh I  
get insulted, you know what I  mean? I  take it as a personal insult (Sophie).
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A significant proportion of the mothers described continuing to engage in exercise, with some 
mothers exercising everyday. For example,
I  pretty much make sure I  do a set amount each day and I  get very, very anxious i f  I  can’t do 
that (Laura).
Other mothers recognised how exercise performs certain functions for them;
I  quite like sport anyway... when I  get, start getting very stressed I  probably exercise more, 
(Libby).
In summary, nearly all . of the mothers described being concerned that their child could 
develop an eating disorder and that their eating disorder would be transmitted to their 
children. Their accounts described the strategies they used to prevent transmission of their 
eating disorder to their children.
3.7 WEIGHT CONCERNS CAUSED BY MOTHERHOOD
Motherhood generally caused the participants to have some weight concerns. For some, the 
pregnancy itself caused anxiety about their weight, although many described having been 
happy whilst pregnant. They described having looked after themselves during the pregnancy 
and engaging in bulimic breastfeeding.
3.71 Looked after self during pregnancy
Many of the mothers described that during their pregnancy that they were able to eat better 
and in a less restrictive way because they were eoncemed that they did not want to eause their 
unborn child any harm. There was convergence in this theme across most of the mothers’ 
accounts.
I  think while I  was pregnant with both children I  had an excuse not to worry about eating, 
there was something else going on so I  had an excuse to eat properly i f  that makes sense. I  
was able to allow myself to because I  was doing it fo r  the baby not fo r  me, that was the 
difference (Sarah).
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Some of the mothers had been concerned about their weight and shape during pregnancy 
before they became pregnant, for example;
7 W  Am/e wWe.y zzAowf Aeco/Mmg yzregMzznf Aow w oW  7 cope wzfA fAw fwzMz»y ozzz/
different things, but when it happened, it wasn’t a problem (Rachel).
In contrast, however some of the mothers were still restricting their food intake during the 
pregnancy and were aetively anorexic whilst pregnant. For example,
the whole way through my pregnancy the only thing I  ate, would eat was cereal and bread,
I  found It psychologically very difficult. ... I  struggled weight wise during it. . . . I  think on
the day I  had him I  swam fo r  a couple o f  hours. ... I  just found it very difficult to eat
afterwards and during so and I  was exercising compulsively while I  was pregnant with him 
(Laura).
3.72 “Bulimic” breastfeeding
Many of the mothers described enjoying breastfeeding their children. However, some of the 
mothers described breastfeeding their children as a means of losing weight.
7 VC only ju st realised this recently, ... 7 think, that was quite a sort o f  bulimic breastfeeding 
fAmg, qroowrjc Arccw^cW g zj jz<ppoW fo Ac gooz/_/0r cAz/Wzz .yo zf wozz/z/zz 7 z/o fAczzz zzzzy 
AzzzTzz, Azzf z/"7 wzzjzz 7 cozzcc/Tzcz/ wzfA AccpzTzg wczgAf z # z ^ c r  7 wzz.y yzrcgzzzzzzf 7 wozz/z/zz 7 Azzvc
done it quite as much as I  did (Emma).
In eontrast, some mothers breastfed their children, without doing so to control their weight;
7 breastfed her until she was 13 months. I  enjoyed breastfeeding her, didn 7 think about the 
calories, wanted to feed her (Alice).
In summary, many of the mothers described being eoncemed about the impact of the 
pregnancy and motherhood in terms of the impact of fearing pregnancy would have caused 
weight gain and breastfeeding was described by some as helping to lose weight after 
pregnancy, rather than purely as a way of feeding their children.
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4 DISCUSSION
4.1 Summary of results
The study aimed to explore how mothers with a history of eating disorders manage their 
ehildren’s diets and how they manage the potential of transmission. The findings will now be 
discussed in relation to the existing literature.
4.2 Links with existing literature
4.21 Gold standard
The present study has found that mothers with a history of an eating disorder manage their 
children’s diet by providing their children with a gold standard healthy, balanced diet. The 
mothers were motivated to provide their children with a healthy diet. This contradicts 
Alderson and Ogden (1999) who found that mothers tended to feed their children in a less 
healthy way than they fed themselves.
Whilst the present study found that all the mothers reported feeding their children regular 
meals, this contradicts Agras et al., (1999) who found that mothers with a history of an eating 
disorder fed their children on a less regular basis. This difference in findings might reflect 
that Agras et al., (1999) partieipants included both women with a past and current eating 
disorder whereas the present study sampled those who had recovered from an eating disorder, 
(with a small number who were not fully recovered or may have relapsed).
4.22 Food control
■The mothers described needing to control what their children ate, particularly by restricting 
their children s access to unhealthy food and snacks. Some of the mothers in the study 
reported limiting the amount of food in the house because they feared it would trigger an urge 
for them to binge and this supports findings by Fahy and Treasure (1989). A small number of 
the mothers in the present study described underfeeding their children, to control their weight, 
which supports previous research by Van Wezel-Meijler and Wit (1989) and Russell et al
(1998). Some of the mothers in the study also described overfeeding their ehildren which 
does not support these previous studies. It is possible however, that at times the mothers may
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underfeed and later overfeed their children to compensate, similarly to how the CBT model of 
bulimia nervosa describes the restrict-binge cycle (Fairbum & Cooper, 1989). Some of the 
mothers reported being concerned about their ehildren’s weight and a small number of the 
mothers described thinking their children needed to lose weight, which confirms previous 
research findings (Stein & Fairbum, 1989; van Wezel-Meijler & Wit, 1989; Stein, et al., 
1996). Research by Stein, et al., (1994) and Stein et al., (1996) found that the children of 
mothers with eating disorders weighed less than the children from mothers in the control 
group.
4.23 Food contact
Most mothers deseribed having some difficulties with food contact, some of the mothers 
deseribed being underinvolved with food. This supports previous research found by 
Woodside and Shekter-Wolfson (1990). In contrast, however others described 
overinvolvement with food. This finding is interesting and may reflect a feature of people 
with eating disorders being preoccupied with food. The participants expressing having 
difficulties with food contact, supports findings by Bryant-Waugh et al., (in press). Some of 
the mothers also described using food for non-nutritive purposes, and this supported previous 
findings by Lacey and Smith (1987) and Agras et al., (1999).
4.24 Social eating
Whilst some mothers had no difficulty with social eating with their children, the majority 
found social eating with their children and others difficult and described mealtimes as 
stressful. This supports Stein et al., (1994, 1999) who found that mothers with eating 
disorders were more intmsive and conflictual during mealtimes. The mothers described the 
strategies they used to overcome their difficulty with social eating. These were; eating with 
their ehildren but ate different food, or they avoided eating with their children altogether and 
ate different food from their children. This finding supports previous research (Evans & le 
Grange, 1995; Waugh & Bulik, 1999). Some mothers described avoiding social eating with 
their relatives and friends. This finding may reflect the social anxiety feature found in people 
with eating disorders, particularly concerning eating in public (Cooper & Cooper, 1987). 
Some mothers described their children as being aware that she restricted her food intake and 
would encourage her to eat. This role reversal eould potentially be harmful for the children. 
This is an interesting finding that has not been reported in other studies, but would make an 
interesting area for future research.
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4.25 Eating disorder transmission
Some mothers in this study felt that their eating disorder had had an impaet on their children. 
Many mothers were worried that their children would develop an eating disorder and 
described the strategies they used to prevent transmission of their eating disorder. Some felt 
their eating disorder had a positive impact by making them a better parent, which contradicts 
Stein et al., (1999) who found that aspects of the eating disorder interfered with their 
responsive parenting. This difference could be because the participants in the Stein et al.,
(1999) study had an active eating disorder, whereas those in the present study were mostly 
recovered. Whilst very few of the mothers disclosed underfeeding their children, some 
mothers had their children on social services “at risk registers” or had social services 
involved, which made them feel they had to prove they were capable of parenting their 
children. Overall the mothers were very concerned to do a good job of parenting.
The mothers described their children having eating problems, feeding difficulties and food 
refusal. This supports previous research that has found higher rates of childhood feeding 
problems or picky eating in patients with pre-pubertal anorexia, and anorexia (Jacobson & 
Isaacs, 1986; Marchi & Cohen, 1990). These findings are in line with Whelan and Cooper
(2000) who found a strong association between childhood feeding problems and maternal 
eating disorders. These feeding problems could be an early indicator of the children from the 
mothers in the present study having later eating psychopathology. Overall the results from the 
present study support those found by Bryant-Waugh et al., (in press), that these mothers were 
concerned about their eating disorder being transmitted to their children, have difficulties with 
food contact and the need for control. These are the only two studies that have used a 
qualitative approach to research this topic.
Particularly as they get older, some children may pick up on their mothers’ eating disordered 
attitudes, being eoncemed about their (child’s weight) and their mother restricting their own 
food intake and their children s intake of unhealthy food. Alongside the presence of existing 
feeding difficulties and food refusal, these factors in combination, may cause the transmission 
of eating disorders in the children. This would support the theory of eating disorders being 
caused by the family environment. These findings support previous studies (Brinch et al., 
(1988), Woodside & Shekter-Wolfson (1990). Stein (2002) argued there are four possible 
mechanisms of the transmission of eating disorders. Where the mothers had partners, they felt 
their partner acted as a positive eating role model for their children. This suggests fathers may
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operate as protective factors for the children. This is an area that has not been explored 
through research, and would make an interesting area for further research. It would be 
interesting to look at the father’s role as a mediator between maternal eating psychopathology 
and child eating behaviours and psychopathology.
4.26 Weight concerns caused by motherhood
This study found that many mothers described looking after themselves and symptom 
reduction during pregnancy. This supports previous research by Mitchell, et al., (1991) and 
Lacey and Smith (1987). However, other mothers in this study breastfed their children to help 
control their weight. Some research has found that these mothers may have difficulty with 
breastfeeding (Lacey and Smith, 1987; Stein and Fairbum, 1989, Treasure and Russell, 1988). 
The mothers continuing to restrict their intake whilst regarding themselves as either partially 
or full recovered, gives an interesting picture of recoveiy from eating disorders. Whilst these 
mothers were not restricting their food intake to the extreme level seen in an active eating 
disorder, it seems that some continued food restriction may remain in recoveiy.
4.3 Summary
This study has found that mothers with a history of an eating disorder are very motivated to 
provide their children with a healthy, balanced, gold standard diet. This group of mothers 
were aware that eating disorders could be transmitted to their children and were eoncemed to 
not pass on traits of eating disorders to their children. Many cited their children as being their 
motivation for having recovered from their eating disorder. The mothers were keen to 
maintain control over their children’s food intake and restricted their ehildren’s consumption 
of unhealthy foods. The mothers gave their ehildren verbal messages about food being a 
normal part of life and were eoncemed to not make food an issue for their children. However, 
some of the mothers were not fully recovered fi-om their eating disorder and it is likely that 
their children would pick up on some of the covert messages and influence of the eating 
disorder as it continues to affect their mother. Some of the women in this study, ate meals 
with their children, food no longer appeared to be an issue, were well recovered and did not 
restrict their food intake. However, some of the mothers continued to have issues with food 
and could not eat socially with their children. Some of these children were aware that their 
mother restricted her food, and encouraged her to eat, whieh is reversal of the roles between 
parent and child.
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It seems that some double standards were operating, with the mothers on one hand providing 
their children with the healthiest food possible and wanting their ehildren to be healthy and 
adopt a normal relationship with food. However on the other hand, they were restricting their 
own food, exereismg frequently, and had diffieulty with food contact. The children from this 
group of mothers are of most concern and at greatest risk of transmission. As these children 
grow older they are likely to become more aware of this double standard operating between 
what their mother says and does for them and what she does for herself. An interesting 
avenue for fixture research would be gaining the perspective from this group of children, to 
address their experienees of growing up with a mother with a history of an eating disorder.
4.4 Ethical dilemmas
One of the mothers disclosed having deliberately underfed her child when he was an infant. 
Having this knowledge triggered an ethical dilemma for me concerning child protection and 
my statutory obligation to pass on information about children at risk of harm or who are being 
abused or neglected. In this case I did not need to pass this information on to social services 
because at the time this happened, the healthcare network around this participant had been 
aware of the situation and the child was placed on the At Risk Register. One diffieulty with 
the design of this study was that I had not recruited my participants through clinical services. 
Therefore I was not in contact with the local services that the participants could be referred to.
I was aware and concerned that a further professional and ethical dilemma would have arisen 
if  another participant had reported currently neglecting their child in this way. In this situation 
I would have had knowledge of child protection issues, but not been in contact with the 
participants’ GP, services or clinicians who could take the matter further given that I had not 
recruited the participants through and NHS service. I discussed this case with my supervisor. 
We agreed that if this situation did arise, I would advise the mother that their behaviour could 
be harmful to their child and recommend that they sought help from her GP. I would have 
also informed her that I was professionally obliged to pass this information on to social 
services. I would then have needed to contact the local social services department for their 
area where the mother lived (I had addresses for all participants) to pass on my concerns about 
child protection.
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4.5 Evaluation
This study has been one of few studies that have looked at the parenting experiences of 
mothers with a history of eating disorders. A good sample size of fourteen participants was 
recruited as having a history of and being recovered from an eating disorder. The biggest 
limitation of this study is that not all of the participants were objectively recovered. 
Additionally the study could have been improved by using a standardised measure of eating 
disorder psychopathology such as the Eating Disorders Examination Questionnaire (Fairbum 
and Cooper, 1993).
Another limitation of the study was that, of the fourteen participants, nine were objectively 
recovered, one was partially recovered and four were not recovered, in terms of their BMIs 
and any eating disorder behaviours disclosed. There was convergence between objective 
recovery and self-reported recovery for most participants. However, three participants 
described themselves as being partially recovered when objectively they were not recovered. 
Two participants self-reported and objectively were not recovered. These participants were 
included in the study because it was felt that finding out about their experienees would still 
contribute to the knowledge base about parenting in mothers who had had an eating disorder, 
across the speetmm of recovery. These mothers had reeeived treatment for their eating 
disorder in the past, and may have relapsed. How the mothers managed their children’s diet 
seemed reflective of their level of recovery. The most recovered mothers, had least ongoing 
food-related difficulties, enjoyed eating with their children, did not restrict their food and were 
not under-involved or over-involved in food contact. Future research could address this issue 
of recovery.
It could have been helpful to have concentrated on mothers with children in one age group; 
infancy, early-middle ehildhood or adolescence. Whilst the findings of IP A studies are only 
generalisable to the sample used, by having greater homogeneity amongst the participants this 
might have made the findings stronger. It would also be useful to do a prospective study and 
follow-up these children into their own adult lives. This study also grouped together mothers 
who had been diagnosed with anorexia, bulimia and both, who may have had different 
experiences. It would have been interesting to examine these groups of women separately, 
although it is likely this would have reduced the sample size.
Another problem with the study that the ethics committee did not eonsider was that my 
participant information sheet did not detail the usual boundaries of confidentially that clinical
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psychologists operate within, in line with the British Psychological Society’s Code of Conduct 
(BPS, 1995). This document states that psychologists will break patient confidentiality if they 
disclose past or presentation actual or intended harm to themselves or others and that they are 
professionally obliged to pass information of this nature on to the relevant services. If I were 
to repeat this study, the participant information sheet would cover the issue of confidentiality 
as discussed above and I would inform participants of the bounds of confidentiality at the start 
of each research interview.
It could be argued that some valuable non-verbal information may have been lost by using 
telephone interviews. However for some mothers not having to meet a researcher in person, 
may have allowed them to be more honest about the more sensitive aspects of their 
experiences. A further lumtation of the study is that it relied on participants self-reporting 
their height and weight for the BMI calculations. It would have been more accurate if the 
researcher to have had taken these measurements, rather than relying on participants’ self- 
reporting.
4.6 Elliott et al., (1999) guidelines
In light of the Elliott et al., (1999) guidelines for evaluating qualitative research, I aimed to 
produce a good piece of qualitative research in this thesis. I achieved this by owning my 
perspeetive and I situated the sample with partieipants’ details. I have grounded in numerous 
examples of themes in the analysis section to describe the themes and the variations of 
experiences contained within eaeh theme. This aimed to be done in a eoherent way that would 
resonate with readers and the participants. Overall the study has fulfilled it aims of exploring 
the experiences of motherhood in women with a histoiy of an eating disorder.
4.7 Reflections
I kept a reflexive diary during the whole research process. This included my thoughts about 
the project from the early stages of the projeet when designing research questions, literature 
searching, to interviewing the participants and generating initial and later themes during the 
analysis. For some mothers disclosing very sensitive matters such as having, in the past 
deliberately underfed their children to a mental health professional was a potentially difficult 
thing to do and brought the risk of them being judged as people, mothers and parents. I 
appreciated their honesty in disclosing this behaviour and I felt sad that her eating disorder 
had impacted on her child. I was relieved when she described the mental health professionals
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around her having been aware of this behaviour at the time and having put this child on an at 
risk register. I was aware that such issues being disclosed made me face these important 
professional and ethical dilemmas and discussed this with my supervisor.
It was interesting being a mixed raee trainee clinieal psychologist doing this research project 
where all the participants were white British. This lack of cultural diversity may reflect that 
women from non-Caucasian backgrounds are under-diagnosed as having eating disorders or it 
could be because they are less likely to volunteer to participate in research. ■
4.8 Implications for future research
Motherhood in eating disorders is still a relatively new area of research. Whilst this study has 
made a contribution to the field, there are still gaps in the knowledge base about the parenting 
experiences of mothers with a history of an eating disorder and further researeh would be 
useful. Future research could address the issues raised above, including; recovery in the 
eating disorders, particularly because this study has found that the more recovered mothers 
managed their children’s diet more appropriately than those less well recovered. It would also 
be useful to address the role of fathers where the mother has a history of an eating disorder. 
Finally, a novel finding from this study was that some of the children were aware that their 
mother restrieted her food intake, which warrants further exploration. A qualitative study 
with these children as the participants could usefully explore their experiences of having a 
mother with a history of an eating disorder, from their perspective. This research could 
address the impact of having a mother with a history of an eating disorder on the children, in 
terms of transmission of eating disorders to them; their eating behaviour, their attitudes to 
eating, weight and shape, and the level of eating disorder psyehopathology in this group of 
children.
4.9 Clinical implications
Given the nature of an IP A study, the findings of this study only apply to this group of 
participants and can not be generalised to other samples. However, there a number of 
important clinical implications of this study and the findings can inform clinicians working 
with this group of mothers. Overall this group of children may be at risk of eating disorders 
being transmitted in the family context. This study has found that when assessing people with 
eating disorders who have children, it is very important to assess their abilities as a parent as a 
part of the assessment. The findings from this study would be useful to clinicians working in
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child, adult and eating disorders services, to consider the impact of the maternal past eating 
disorder on the child. It is also important that clinicians working across these services liaise 
when working on these cases to address the impact of any eating disordered behaviours on the 
mothers’ ability to parent their children.
The findings from the present study suggest clinicians should address the following areas 
when working with mothers with a history of an eating disorder.
1. Food control: A key theme found in this study was the mothers’ controlling what 
their children ate. Therefore clinicians should consider whether the mother is being 
overly-eontrolling surrounding her children’s food intake. Clinicians should intervene 
by helping her with this area of parenting.
2. Food contact: Clinicians should consider whether the mother is very pre-occupied 
with food preparation and overly-involved in food contact, food avoidant, and 
requiring distraction from food preparation. Where mothers appear under or overly 
involved in food contact, clinicians should intervene and offer support.
3. Social eating: It is very important for clinicians during their clinical interview to find 
out whether the mother is able to eat meals with her children. Observation of such 
mealtimes would also be informative. Where social eating is difficult for these 
mothers, intervention and support should be offered to enable these mothers to eat 
with their children.
4. Transmission of eating disorders: Where mothers are not engaging in social eating 
with children, clinicians may also need to consider the level of the children’s insight 
into their mother’s behaviour. Another important area to assess is whether the 
children are adopting a parental/carer role for their mother, for example, whether the 
ehildren check whether their mother had eaten each day. Clinicians should offer these 
children the appropriate support.
5. Mum’s problematic behaviours: Clinicians should also address the mother’s food 
restriction, bulimic breastfeeding, exercise levels and “surrogate eating”, since these 
behaviours all reflected ongoing eating diffieulties.
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4.10 Conclusion
The aim of this study was to explore how mothers with a history of an eating disorder manage 
their children’s diet. The main themes that emerged from this study were that mothers with a 
history of an eating disorder were motivated to provide their children with a gold standard 
healthy diet, to assert and maintain control over their children’s food intake particularly by 
restricting their children s consumption of unhealthy food. Many of the mothers’ narratives 
described difficulties with food contact and social eating. The mothers were aware that their 
eating disorder could be transmitted to their children and used strategies to prevent this. The 
mothers in this study were all motivated to do the best for their children, but unfortunately at 
times aspects of their eating disorder history interfered with their ability to do this.
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Appendix 1 The Interview Schedule
INTERVIEW QUESTIONS 
Historical:
When did you become anorexic/bulimic?
How old were you at the time? How long ago was that?
What treatment did you receive? Who from? E.g. psychiatrist, psychologist.
How long did you receive treatment for? Did you perceive the treatment as helpful?
Pregnancy:
How old were you when you had your child(ren)?
Were you actively anorexic/bulimic when you became/were pregnant?
Was the pregnancy planned or accidental?
Managing your child’s diet?
‘Can you talk me through an average day and the way in which you feed your child?’
‘Are there any problems you come across?’
‘How do you try and manage these problems?’
‘In what ways do you feel your own eating disorder has affected how you manage your 
child’s diet?’
Are there things that you feel strongly about because of your own problems?’
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Appendix 2 MREC Ethical Approval Letter
Multi Centro Research Ekhic:^  
Com m ittee for Scotland riCüi-J KO fil'nUi lyi 
WS ÿK.S 
i  : 0151 POi? 
Fix; 0131 53fi93^ i
: : II K.,;i r : iMi I Oil ib.Ai I : I r  ' i\
NHS
SCOTLAND
a'" March 2Q06
Miss Danielle McLymont 
Tngincc C in leal Psychülùyist 
University of Surrey
Ciintcal Psychology Dopartnocnv, School of Human Sciences 
University of Surrey 
Guildford 
GU2 7XH
Dear Mias McLymort,
Full title of study:
REC reference numban
A Qualitatrvâ Study of Mothers who have a history 
of eating disorders experiences of managing their 
Children's diet.
05/MRE10/98
Thank you for your letter of 21 February 20D6, rcspcnding to the Committco'c 
request for further Informafion on the above research and submitting revised 
documentation.
The further infornatior la s  been considered on behalf of the Committee by the Chair 
together with Dr P Shah and Dr S Gregory.
Confirmation of ethical opinion
On boh a If of the Committee. I am pleased to confirm a favours bio ethical opinion for 
the above research on the basis described it the application form, protocoi and 
aupportbg documentation as revised.
Ethical review of rosoarch sites
The Committee has designated this study as exempt from site-specific assessment 
•;SSA). There is no requirement for Local Research Ethics Committees to be 
nfbrmed or for sitc-spcdfic assossment to be carried out at each aita.
Conditions of approval
The favourable opinion is given provided that you comp y with the conditions set out 
in the attached document. You are advised to study the conditions carefuliy.
r.h 'ilrm n  i^mfessor F-ildch Pp.iîîif» 
Vicft-C vrn-nan tJrMar.nlm Bontn
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M jîti C ertie  Research Ethics 
C om m ittee for Scotlanci
Approved documents
The final list of documents reviewed and approved by the Committee is as follows:
Document e^r;süor) Date
: Application ............ . 21 Febjcarv 2006i 1 nv&stlvl9lor CV 
Protocol 2iJ November 20Ub 3 ; 21 February 200f3 
■ 25 November 2P05Covering Letter
Anvertisement 3 = 21 February 2006
Participant Information Sheet 
Participant Consent Forn
3 21 February 2006 
3 21 Ffibruarv 200B
Hosppnso to Request for Further Information 16 January 2006
Patient Background Informarinn 
Supervisor CV
•21 February 2006
3 ....... 21 February 2UÜ6
29 November 2005
indemnity Airangements 20 August 2004
Research governance approval
f^D dopaitment at all relevant NHS car© o^anisatkms to 
notified that the research will be taking place, and provide a copy of tho REC 
application, the protocol and this letter.
All researchers and research collaborators who will be participating in tho research 
must obtain final research governance approval before commencing any research 
procédures. Whem a suostantive contract is not Held wilti the care organisaliori. it 
may be necessary for an honorary contract to be issued before approval for the 
research can be given.
Statement of compliance
is ronstituteri in accordance with the Governance Arrangements for 
Research Ethics CorniTiiliaes {July 2D01) and onmpiias fijlly with the Standard 
Oporating Procedures for Research Eltiios Committees in the LK.
05fMRE10/96 PteasQ quote this number on all correspondence
Wrth the CojTimillee a best wishos for the Ruccess of this project 
Yours sfnccroiy
^ Professor Patricia Paattia 
Chairman
Copf fc;
SiiiX'xtSarû appcai/ùl coiiûffihiu'r
Csih9.iiw Ashby, 7h$ UlVveisity of Su,T&y. Gilifafoixf, S'yf.'^y. (yUH 7X(f
Cl i.U',v;jr, l'. L>r(rS)(r ;j re ü U it 
Vk't'-Cli'tii'iWii rji M.{IIII/ll I- Rv<i;h
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Appendix 3 University Ethical Approval Letter
Unis
El' ii'j Ce.
20 May 2006
Ms Danielle McUmont 
Depaimen: of Psychology 
Schüül o' Human Sciences
D ea r  M s McLyrriujil
Motherhood and Eating Disorders: A qualitative study of mothers who hove a history 
of eating disordors experiences of nnanaging thoir children’s diet tEC/2006/51/Psvohl - 
FAST TRACK
0  I W ia lf uf the Etiiics Ccmrnittw. I am pleased to  coriTirni a favou.'atje eliiical opinion for 
thA ahnve research un the bas’s described in the submitted prutc-cui and fiupporiing 
documentation.
Date of confir.Tiatiori yf ethic»I opinion: 26 May 2606
The I st of documents re'/iewed and aoproved by the Committee under ts Fast Track 
procédure is as fcllov.’s:-
Ap plication________________ _________
- F g  ' ^ =  n
Risk AssQSsmsnt Summary
ReSÊâïçh H 70 posai
Recrtitmeni Advertisement
Participant IrvformHtlori Siiet?l 
Consent Form
Dackground Information
Copy of tho NHS REC Applicakon
Approval Letter from MCRE Commlttaa for Scotland 
Lellei Relating to ttie University's indemnity_________
17/C5'20G5
1 f/C5/2'Jo5
17.'C 5/2003
17/05/20^ 3 
17/C 5/20 36
17/C5./2Û3&
25/11/2036
08/03/2003
! 25/07/2005
This opinion is giver on tho understanding that you will comply with the University's Ctiical 
Gu dalinAs for Teaching ard Research.
The Committee shoulc bo notifié o’ any amendments Lo the protocol any aoversp 
roactiens Riiffared by /AAonreh paTicloanta. aid If ttia study fa tormlnartAd earlier than 
expected with reasons.
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You are asked to  note that a further submission to the Ethics Commitloe will be required in 
the event that the study is not completed within il'oe years of -.he aocve date.
Please Lnfbrm me when Ihe research has been completed.
Vourô Gincereiy
Catherine Asiinflfl (Mrs;
Secretary, Uolvs'sity “thIcs ComniTtse 
Registry
cc: Professe' T Descmbrs. Chairman, Ethics Committee 
Professor J Dgdert Supen/iahr, Departriiesit of Psychology
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Appendix 4 Recruitment Advertisement
Your Children and You:
RESEARCH PARTICIPANTS WANTED:
How mothers who have had an 
eating disorder feel about 
managing their children’s diet...
Would you like to be a participant in this research project?
This would involve:
45 minutes long interview, either 
face-to-face or by telephone.
If you are interested in participating, please contact:
Danielle McLymont 
(Trainee Clinical Psychologist)
By telephone: 07967 803869 
Email: psm2dm@surrev.ac.uk
By post to:
Danielle McLymont 
Clinical Psychology Department 
School of Human Sciences 
University of Surrey 
Guildford,
_____________________ Surrey, GU2 7XH.
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Appendix 5 Invitation Letter
Ms. Danielle McLymont 
Trainee Clinical Psychologist 
Department of Clinical Psychology 
School of Human Sciences 
University of Surrey 
Guildford 
Surrey GU2 7XH 
07967 803869 
psm2dm@surrev.ac.uk
3 r ‘January 2006
The Eating Disorders Association
Dear Madam,
Re; Motherhood and Eating Disorders Research Project
You are being invited to take part in a research project investigating the experiences of 
mothers who have had an eating disorder about how they manage their children’s eating and 
diet. I am seeking to recruit women participants who have had an eating disorder (anorexia 
nervosa or bulimia nervosa) at some point in their life and have later had children. 
Understanding more about how women who have had an eating disorder feel about managing 
their children’s diets could help us to improve support and services for women with eating 
disorders in the future.
Participation in this study would involve being interviewed about your experience of 
managing your children’s diet. If you would like to participate in this research, please eontact 
me so that we can arrange an interview which can be carried out either in person or by 
telephone and should last 45-60 minutes.
You can contact me, Danielle McLymont: on 07967 803869 or Email: 
psm2dm@surrev.ac.uk or in writing at the address above.
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Please find enclosed a copy of the information sheet providing you with further information 
about the study. This study will contribute towards a thesis for the doctoral programme in 
clinical Psychology at University of Surrey. This study has been reviewed and approved by 
the COREC NHS Research Ethics Committee and the University o f Surrey Research Ethics 
Committee.
Yours faithfully
Danielle McLymont 
Trainee Clinical Psychologist
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Appendix 6 Participant Information Sheet
Participant Information Sheet -  Research
(16™ JA N U A RY  2006)
T itle o f p ro jec t: M otherhood  and  eating  d isorders: A n exp loration  o f how  wom en 
w ho have a h is to ry  o f an  eating  d iso rder m anage th e ir  ch ild ren ’s diets.
N am e o f R esearcher: Danielle McLymont
You are invited to take part in this research study. Before you decide, it is important 
that you understand why the research is being done and what it will involve. Please 
take time to read the following information carefully, and discuss it with friends and 
family i f  you wish. Please ask i f  there is anything that is not clear or i f  you would like 
more information. Take time to decide whether or not you wish to take part.
Background and purpose of the study
I am a Trainee Clinical Psychologist at the University o f  Surrey, conducting research 
to find out about how mothers who have a history o f  eating disorders manage their 
children’s diets and how they feel about parenting their children around food and 
eating. The research aims to increase knowledge and understanding about
motherhood in women with a history o f  eating disorders because this is an under-
researched area.
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The results from the study will be used to improve future understanding about 
parenting in women with eating disorders, which is an under researched area.
Those who volunteer will be required for just one interview lasting approximately 
forty-five minutes, either face to face or by telephone. There are no other 
requirements.
Whv have I been asked to participate?
It is understood that you have had an eating disorder at some point in your life and 
now have children. It is this group o f people that the research project is about. I hope 
to recruit between 10 and 12 people for the study.
Do I have to take part?
It is up to you to decide whether or not to take part. I f  you decide not to take part, it 
will not have any consequences for you. I f  you decide to take part you will be given 
this information sheet to keep and will be asked to sign a consent form. I f  you decide 
to take part you are still free to withdraw at anytime and without giving a reason.
What will happen to me if I take part?
M y contact details are at the end o f  this document. All you have to do is to contact 
me either by email, telephone or by post and we can arrange a convenient tim e to 
carry out the interview. Those who volunteer for the research will be asked about 
their experiences o f  managing their children’s diets. You will also be asked to supply 
some demographic details, such as; your age, ethnicity, the number o f  children you 
have, their age(s) and gender and the age you were when you had your children. The 
interviews will be audio-taped. At the end o f  the interview, i f  you wish to talk for 
longer, I will be happy to arrange another meeting. Interviews will take place at a 
location that is convenient for you, either in your home, at the University o f  Surrey or
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at another appropriate location. You m ay choose to carry out the interview over the 
telephone i f  you would prefer this.
What are the possible disadvantages and risks o f  taking part?
As you will be interviewed about your experience o f  parenting your children within 
the context o f  you having had an eating disorder (at some point in your life), there is a 
very small chance that you m ay find participation distressing. I f  you do become 
distressed during the interview, the interview will be stopped immediately i f  you wish. 
You will be given time after the interview to talk further about any distressing issues 
that m ay have arisen during or after the interview with myself. I f  this were the case, 
then I would put you in touch with local services who could offer you further support. 
However, there are no known risks in taking part in this form o f  study.
What are the possible benefits of taking part?
I hope that the information we get from the study will contribute to developing and 
improving understanding about the parenting experiences o f  women who have had an 
eating disorder who become parents. (I hope that those taking part in it will find it 
helpful to talk about their experiences).
Will mv taking part in this studv be kept confidential?
All information collected about you during the course o f  the research will be kept 
strictly confidential. Measures will be taken to ensure your anonymity. The audio­
tapes o f  the interview will be destroyed immediately after they have been transcribed. 
You will be able to view the transcript o f  the interview that you participated in i f  you 
would like to. Your name on the transcript will be replaced by a letter, and other 
names or locations, which could identify you, will be omitted. These precautions will
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apply when I discuss the research with m y supervisors and i f  the research is written 
for publication.
What will happen to the results of the research studv?
This research is being conducted as part o f  m y Doctorate in Clinical Psychology. It 
will form m y doctoral thesis which will be kept and bound in the British Library and 
form the subject o f  a viva voce examination. I also hope that the research will be 
published in a scientific, peer-reviewed journal. As stated above, all identifying 
details will be omitted in any report or publication. Participants are able to view the 
transcript o f  the tape recording o f  the interview they took part i f  they would like to. 
You will be asked i f  you wish to be informed o f  the results o f  the study. I f  you do, 
then you will be sent a b rief summary o f  the findings at the end o f  the study (October 
2006) and/or a copy o f  the final paper when it is published.
ALL DATA WILL BE TREATED IN ACCORDANCE WITH THE 1998 DATA 
PROTECTION ACT.
Who is organising the studv?
The research is being co-ordinated by myself, Danielle McLymont, a Trainee Clinical 
Psychologist at the University o f Surrey.
Who has reviewed the studv?
The study has been peer-reviewed in the department o f  Clinical Psychology at the 
University o f  Surrey. The following ethics committees have reviewed the study and 
given their approval for the study to take place. These are: (pending approval) 
Scotland B Research Ethics Committee, and the University o f  Surrey Ethics 
Committee.
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What do I do now? And Further information
I f  you wish to take part in the study or would like to find out m ore about the research, 
please contact me, Danielle McLymont: either
•  By telephone on, 07967 803869 or
•  By email on psm2dm@,surrev.ac.nk nr
•  By post:
Danielle M cLymont 
Trainee Clinical Psychologist 
Department o f  Psychology 
School o f  Human Sciences 
University o f  Surrey 
Guilford Surrey GU2 5XH
You can also contact m y research supervisor, Prof. Jane Ogden (Professor in Health
Psychology) on 01483-686929 or by  post to Jane Ogden (Professor in Health
Psychology), Department o f  Psychology, School o f  Human Sciences, University o f  
Surrey, Guilford GU2 5XH.
If  you agree to take part m this study you will be given a copy o f  this information 
sheet and a signed consent form to keep.
This copy of the Information Sheet is yours to keep. If you agree to take part,
then you will be asked to sign Consent Forms, and you wUi be given a copy of 
those forms.
Thank you very much for taking time to read and consider this 
information. With best wishes
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Appendix 7 Consent Form
Research Consent Form
Research Title:
Motherhood and eating disorders: an exploration o f  how women with a history o f  
eating disorders manage their children ^ s diets.
Name of Researcher: Danielle McLymont
1. I confirm that I have read and understood the information sheet
dated for the above study and have had the opportunity to ask
questions. □
2. I understand that my participation is voluntary and I am free to withdraw  
at any time, without giving any reason.
□
3. I consent to an audio tape being made of the research in terview  and to all 
parts of this recording being transcribed for the purposes of research. I 
understand that all information which could identify me will be 
anonymised. I understand that I am able to view the transcript of the 
tape recording of the interview that I took part in. I understand that if  I 
withdraw my consent, the audiotape information will be erased 
immediately.
4. I agree to take part in this study.
□
□
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Name of participant.......................  Signature.................Date...................
Name of researcher.......................  Signature.................Date...................
On behalf o f  those involved with this research project, I undertake that, in 
respect o f  the audio-tape(s) m ade with the above participant, professional 
confidentiality will be ensured, and that any use o f audio-tapes or transcribed 
material from audio-tapes will be for the purposes o f  research only. The 
anonymity o f  the above participant will be protected.
Name o f  researcher..........................  Signature....................... D ate....................
1 for participant, 1 for researcher
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Appendix 8 Background Information Sheet
Participant ID Number
Background Information
The following information is collected so that people who read the final report can 
know more about the people who have taken part. However, none o f  this information 
will be used to identify you as this research is completely confidential.
1. How old are you?
2. How many children do you have?
3. W hat are your children’s ages and gender?
M other’s age 
Age Female M ale at birth
First child: 
Second child: 
Third child: 
Fourth child: 
Further:
4. How would you describe your ethnicity? (Categories used by 2001 census) 
Choose one section from (a) to (e) then tick the appropriate box.
(a) White i— i
British ^
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Irish
Any other W hite background, please write in below
(b) Mixed
W hite i 
W hite and Black African
and Black Caribbean j— j
W hite and Asian I I
Any other mixed background, please write in below
(c) Asian or Asian British I I
Indian |— |
Pakistani ,— .
Bangladeshi '— '
Any other Asian background, please write in below
(d) Black or Black British | |
Caribbean i— i
African —
Any other Black background, please write in below
(e) Chinese or Other ethnic group .— .
Chinese I— I
Any other, please write below I  I
5. W hat is your highest qualification? (Please tick appropriate answer)
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None
G CSE(s)/0 level/CSE(s) 
A  level(s)
Diploma
Degree
Postgraduate degree
6. W hat is your marital status? Please tick the appropriate box.
Single
Married
Divorced
Widowed
Cohabiting
7. W hat is your current job  (or, i f  you are not working, what was your last job?)
8. W hat is your Height:
9. W hat is your weight:
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Appendix 9 Sample Interpreted Transcript
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Interview 4
1 I: OK. Just to start with just to get a bit o f background information how old are you
2 at the moment?
3
4 P: Pm  37.
5 I: OK and you’ve got two children is that correct?
6 P: Yes I’ve got two girls.
7
8 I: And how old are they?
9 P: One is just coming up for 13 and the other one is 11
10
11 I: How would you describe your ethnicity?
12 P: White British.
13
14 I: And what is your highest educational qualification obtained?
15
16 P: I’ve got a BSC Honours.
17
18 I: So a degree. What is you degree in?
19 P: Psychology believe it or not.
20
21 I: Not that surprising. And what is your marital status?
22 P; Married.
23
24 I: Are you currently working at the moment?
25 P: I am yes.
26
27 I: What do you do?
28 P; I am a staff nurse.
29
30 I: OK. Does that mean you work lots of shifts, or do you do quite regular.
31
32 P; No at the moment I ’m working mainly in the day unit which is nice, no weekends
33 and no shifts, Monday to Friday 8 til 5 and I only work part time anyway.
34 I: OK so you’re working part time. So thinking about your eating disorder, were
35 you diagnosed as being anorexic or bulimic?
36 P: Anorexic.
37
38 I: OK and how old were you?
39
40 P: I was diagnosed when I was about 15 but it has been going on for a good year
41 before that. That was 20,22 years ago which is quite a while ago.
42
43 I: And what sort o f treatment did you receive?
44
45 P: Just about everything. Do you want irie to go through it all, I mean there was lots
46 because I had it for about 15 years so.
Interview 4
47
48 I: Did you receive in-patient treatment then?.
49
50 P; Yes I was an in-patient NHS and private, I was outpatient NHS and private, I had
51 the o ld ^ a rd  and punishment scheme, I had something called Ketalin Therapy fro m ^ £ ) '
52 Professor Mills in Cambridge and I also eventually saw a clinical psychologist who did
53 CBT.
54
55 I: How long ago was that?
56
57 P: That was in 1997, betw een’95 a n d ’97 roughly.
58
59 I: And was that the last time you had treatment?
60
61 P: Yes.
62
63 I: Did you perceive the treatment as helpful?
^ 6 4
" 65 P: The treatment with her was helpful but everything I had before was not helpful at
\ 66 all.
67
68 I: So you had CBT for about 2 years and have you found that you have been able to
69 maintain the difficulties, or been able to relax the symptoms since 1997?
" 70
71 P; Not where I ’ve gone back to being anorexic, but you have relapses where you
72 might. .. the anorexic th o u ^ i^ a re  still there but ifïïôesn’t mean vou act upatU to n  and I
73 still use the CBT techniques on myself if  In eed ia -
.  74  ^  "
75 I: That’s really brilliant saying that because I am a trainee clinical psychologist so I fAr£/U
76 do a lot o f CBT and often we kind o f feel that people, its verv positive to hear that 10 ^  J
77 years later or 9 vears later vou are still using the skills.
78 "
 ^ 79 P; Yes I do, I use them on myself. I use them on mv children as well without_them
80 knowing too.
^ 8 1
;  82 I: Really.
■ 83
84 P: Yes because I worked as an assistant psychologist for 3 or 4 months so I got to
85 use them on other people and I ’d used them on myself a lot.
86
87 I: W hat particular skills do you feel you are able to use on yourself? Or which are
88 the most helpful or useful?
89
5 90 P: Being able to identify negative thoughts and being able to identify what they are
91 and being able^to^hallenge them. When I did my CBT~with my^clinicai psychologistT
92 was reallv determined and I did do it properly and I did all mv homework and I made
30'
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93 sure that I did everything that she asked me to do and that practise is something that
94 becomes second nature almost to you if  vou do it properly, but you have to be motivated - '
_ 95 -kto do that o f course. I was at that point but I wouldn’t have been perhaps 3 or 4 vears
before that.
98 I: So that’s interesting that you recogmse that your motivation level maybe was a
r ^ 9  big factor.
[yTQlOO
A 101 P: Oh it was yes, if  she had tried to do what she did 2 or 3 years before that then it
Yyv\£l02 probably wouldn’t have been as effective. A  huge part o f it was me being ready for it .
103 definitely.
^104
^)?% 05  I; And how old were you when you had your children?
107 P: I was 24 when I had the first one and 25 when I had the second.
, ^ ^ 0 9  I: And were you anorexic at that time? ^
.1 1 1  P: Not whilst I was pregnant I wasn’t, I would have said at the time that I was
0^0%12 recovered but I wasn’t, I was still under weight when I got pregnant with the first cM d  0 3 -  
and I almost put it on hold dehberatelv whilst I was pregnant if  that makes any sense.
0j[v5^14
115 I: You put the anorexia on hold?
116
117 P: Yes I knew it was still there and I knew I could go back to it but I d id n l use if
^ ^ ^ 8  you like while I  was pregnant
120 I: And was that a very deliberate thing that vou did that? So I was quite an
121 intentional thing?
^ . 1 2 2
123 P: Sort o f but if someone had said to me are you recovered at the time I probably
124 would jiave said yes becai^ e  in the back o f my mind I knew it was there and I knew j
noX  125 could use i t  but believed I v ^ l d n ’t.
O  126
127 I; And what was your thinking behind doing that while you were pregnant?
128
129 % P : Because T was almost, I think while I was pregnant with both children r  had a n 4 i ,
130 excuse not to worry about eating, there was something else going on so I had an_excuse_to 
eat properlv if  that makes sense. I was able to allow mvself to because I was doing it for 
the baby not for me, that was the difference.
\0
I: And how were your pregnancies?
P: The first one was a nightmare, the first 4 months I bled constantly and was told I
was going to lose~The baby, which I didn’t and she’s nearly 13 now and the^ eco n d  9
~regnancy was fine and the first baby was only 8 monthiwhen I got pregnant witli the
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second one which was deliberate I decided to have them both together and get it over 
with. '
I; Which is why they are close in age I guess. W hat did you attribute the difficulties
N0 the first pregnancy down to?
P; I didn’t really at the time, there was a lot o f stress going on, my father-in-law died , ^
when I was 3 months pregnant so there was a loTof stress going on, which may have had 
something to do with it. It mav have been to do with my health because I wasn’t ^
particularlv healthv at the time, I didn’t really think about it to be honest. . u «
I: And now thinking about it do you feel it was probably because o f all the stresses p W
that were going on?
P: I think it was partly that and I do think it was probably partly just because my
body wasn’t particularly healthy. Before I got pregnant for about a year beforehand I 
managed to keep my weight just oh the ab ^ lu te  border, 1 knew or I M ow  at what point 
my periods stop, I know exactly where that happens and so I kept my weight to above 
that.
I: And what sort o f level would you weight be for your periods to be present?
P; They stop when I get to 7 stone 6.
I: How taU are you?
I was 5’6” I ’m now 5’5” so I ’m not quite sure what has happened but I haveP:
shrunk. 
I:
P:
P:
And were the pregnancies planned or where they accidental? 
No they were both planned.
Both planned?
Yes.
- a ; ’ ’
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I: And did you breast feed or bottle feed your children?
P: The first one I had a 2 % day labour and I was determined to breast feed her, but
by the time she was bom  she was starting to get into distress. I’d had so much pethadine,  ^ _
, { ^ 8 0  I was exhausted, she was exhausted and I tried to breast feed her for a couple of days and
f 181 thev sent me home firom the hospital still breast feeding her but she wasn’t taking her
fpy 182 milk and when^she was 4 days old they had to rush her back into special care because she
! ^^^183 wasn’t feeding properly and they tube fed her and at that point I said forget it I ’m going
184 onto the bottle so that I can see what she is having. So I breast fed her for the first 3 or 4
V;-
r
.jO
;'T
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days and the second one I probably could have done because she was a greedv little. 
monkev but I didn’t I bottle fed her from the beginning because I couldn’t take the risk .....
I: And do you feel that any sort o f difficulties around the first pregnancy and laboiu
and birth being difficult, do you feel that affected how well you bonded with your 
daughter when she was bom?
P: No not at all I think with the first one I bonded very very well. I think it affected  ^ ^
me with the second one because I had problems with the dehvenpf the second one~as wellf jj)  
yf '^194 and ffiiink  that may have had an effectT"With the second one I bled, she was back to
195 front so I had a 15 hour labour, which is a bit more sensible, but I actually haemoirhaged, ^
gg during the birth then I continued to haemorrhage afterwards so they took her away and ^
If ^ e v  took her ofifto^om e nursery andTdidn’t everv see her. I had her at 5 o’clock in the ^  ^
p, 198 aftiSuoOn and~i d idn 't seeTier untiFlO o’clock the next morning because I was knocked
199 out and throughout the night I had doctors in and out, I don’t really remember much o f it
so T didn’t see her or hold her or anything until the next day and I think, I don’t know, all , 
the psychological theories would suggest mavbe it has affected it and maybe it has I donft 
^ , r  202 loiow. Mv relationship with the pair o f them was different definitely. i
^ d 2 0 3  -
^  -  « f r s f e S ,
I: I don’t really know much about births, the sort o f medical stuff, but in terms of
A tv 209 both o f the labours and births where the difficulties that were going on^Were they normal
sort o f deliveries.'^
.2 1 1  P: Yes they were.
i ; r ^ l 2
^  213 I; Thinking now a little bit about your sort o f eating pattern and any impact that may
. . 214 have, does you having had an eating disorder affect the food choices that you buy in the
215 supermarket or wherever?
216 .
217 P: For me or for them?
218
219 I; Starting with you?
220 W "' "
^  221 P: For me definitely, there are some foods that I would never touch, mainly because
\  222 thev hold bad memories and experiences and therefore I cant eat them anymore. ^  > . i
^ 2 2 3   — --------------------------------  ----------------------------
224 I: What sort o f foods are those?
225
226 P: Specific cakes that I may have eaten during that time because I went through a
\Q  ^ 227 period o f probably only about 2 or 3 months of making myself sick regularly, actually
^  0 ^2 2 8  binging and making mvself sick. Out o f the entire 15 years I did it for about 2 or 3
^  . 229 months otherwise I was never one to do that, I never really made m yself sick I just didn’t
Interview 4
eat at all. But things that I would eat during that time are still things that I still cant even ^  
bear to look at.
I; Is that because you maybe associate with the vomiting?
P: Yes I think it is, its just bad memories really. And even though that was really a o ^
relatively small time and it was a long time ago, it was when I was about 16, it still stayed 
with me and I do still tend to buy things that are low calorie for myself. And I drink tons 
of diet coke. I ’ve been drinking diet coke since is was 14.
I: And what about what you buy for your daughters and your husband?
^P; I think for them, its really hard, for them I buy them basically now that they are ^
_  old enough to tell me what thev like I buy them what they like. M y eldest daughter g
//  absolutely loves curry so I buy her cmry. ^ *And I let them eat pretty much what they want,
when thev want. ^'But they have been brought up fra t they d ru±  diet coke rather than *
ordinary coke, they drink sugar free rather than the ordinary squash but I think that is O
247 more to do with worrying about care o f their teeth and things, I don’t think I ’m any Q j  lC / |^  
A r^'^48 different from any other mother as far a s jh at is concerned. ,
249 “ “   ^ ^
250 I: Looking back a little oit, when they were being bottle red did you feed them on OvV'%  _
^  253 ^ P :  The first one I fed mainly on demand because she would take about 2 ounces out WQ _ ^
254 of the bottle and then she’d fall asleep and then just as the bottle was cold and you
255 couldn’t reheat it she’d wake up and cry for another one, so she was fed pretty much on q/\ 6 ^
' 256 demand because she was really, really difficult to feed. My other daughter she fed really,
257 really well and there was routine but she set the routine but I fed her roughly every 4
258 ^  hours or so and they both had soya milk because the first daughter had a reaction to her
MMR injection when she was 16 months and developed aa#dairy  allergy. It only lasted{3 
)jB T '^ 60 a couple of years but then when the second baby was bom she was put onto the bottle she
261 was put onto the soya milk right from the beginning just to avoid that happening.
262
263 I: And was that what the medics suggested or was that your...?
264
265 P: No that was on prescription.
266
267 I: So thinking present day time, so there are foods that you will buy for ymir
268 children and your husband that you wodt eat yourself? ( m
269 ,
270 %1P: Not that I wont eat. Mainlv the stuff that I buy for them I would eat the same as ^  \
271 them unless it is something I don’t like. But my attitude towards food is that I have ^
g  272 strange relationship with it. I ’m a normal weight now and I eat what I want when I want
273 but what I want is often not what you would consider normal. I ’d be happy to five on the
^ ^ » ^ 7 4  ^  sandwiches for dinner. I’m not bothered about cooking a dinner. I do cook a dinner for 
^ 275 ^  them but if  I don’t have to cook it for me I don’t bother, which doesn’t mean I don’t eat, I Q
p . '
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probably take twice as many calories in what I do eat as if  I had cooked a dinner but its 
making the effort to cook the dinner. " -
I: And do you think having had an eating disorder affects what you do in the kitchen
and how long you might be preparing food for?
j i
P : ^  No I don’t think so, I don’t that.... Specifically for me yes I would use the 
minimum about o f time. If somethmg takes a long time to prepare then I w on’t bother for 
me but I would do it for the children.
v Ol/ 286 Could you tell me what you would feed your children in an average day?
p
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P; Well I make sure they both have breakfast in the morning. They either have
cereal, which they have never, ever had sugar on and therefore they don’t expect sugar on 
it any more. Or they have toast. ^
I: Do they have a couple o f  shces o f toast?
P: That depends, usually only one and they are at the age now where ‘T don’t want
breakfast this morning”, but I do make them have breakfast and they usually have a glass * 
o f milk with whatever they have. They have skimmed milk now, but that’s only in the 
last year we have changed to skimmed milk for them up until then they have always had 
fiill fat.
I: So they have skimmed rather than semi skimmed?
P: Yes they have skimmed now, we all do. My husband and I have always had
skimmed, but up until about a year ago they either had full fat or semi-skimmed but now 
they have skimmed because thev don’t need the fat so much now and its still got the same 
amount o f calcium and stuff in it. It has made shopping easier.  ^ ^
Rather than buy two or three different types of milk?I:
P:
I:
Yes it was getting really complicated.
Yes working out how much you need and when?
y
P: Yes it waSjit was a nightmare. Now we all have the same but that’s only in t h e ( ^
last year really. Then my younger daughter has a packed lunch so she would have a a 
sandwich, a packet of crisps, a cake of some sort, a couple of little yoghurts and a piece \ Q jf  
o f firuit or some grapes and a bottle o f water. M y older daughtgrhasjunch_at„sch^^
 ^what she has there is -  sometimes she wont have lunch at all if she has sometliing on at 
lunchfime^nd^somefimes she will have like a full blown curry or pizza or whatever they 
vhave in the canteen.
320
321 So she’s more fond of..
3c
d d  d a i i q i
'J  rY U u A/bdJ 
Wnek ff-cr JC^od _ ^
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P: She likes her dinner. M y younger daughter didn’t mind having dinners at school U
until they brought this new organic stuff in and now she wont touch anv o f the schooL 
dinners and neither do any o f her friends, there are only about three people in the c la s s a  
that have school dinners now so she’s not unusual. And then when they come home and% 
they both drink w atey ia in ly  during the day, when they come home they often stop at the\ . M
shop and buv a bottl& ucozade and a bar o f chocolate. That’s not if  I ’ve picked them up i f p  
% a t’s if  thev come home~uader their own steam they tend to go into the shop and buy 
these things. ^
^ 3 2 2  
0 ^ 2 3  
i # 2 4  
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32 I: How do you feel about them buying those sorts of things on the way home?
333 
.Vk 334 
fU !^335 
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340
P: I don’t mind as long as when they come home they understand they don’t ask for
anything like that for the rest o f the day.
I: Thev have their one treat and that’s it?
V
341
P: Yes. Tfrev are told basically if  thev stop at the shop and they buy these things on
the way home then when they get home thev don’t ask me for anything else like that, it’s ^  '
dinner and milk and that’s it really.
343 I: And do you pick them up from school a lot or do they tend to get.
P: Its about 50/50. Sometimes I  pick them up, sometimes they come home on their
own. I f  I pick them up if  they beg me we stop at the shop and they get something that ^
345 
\  \ 346
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^ 3 4 9  .
350 I: And what would they normally have for dinner?
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they want then but often we just come home and then at some point dunpg .lhG_Ævening_ 
thev will have a small bar o f chocolate or something similar.
P: That really varies. W e all eat different things because mv younger daughter is a ,
complete nightmare. She was~BnIliant asT h ab y  but as a child she is impossible to feed.
She’ll eat spaghetti Bolognese or she’lTeat pizza, but it has to be the right pizza and she’ll 
eat chicken nuggets and chips. Sometimes she asks for things like cheese on toast for 
dinner -  she is really hard to feed. Whereas mv older daughteiLm l l  eat prettv_much 
^jnyftung^
L
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I:
So she will refuse certain foods?
She definitely will yes.
And has she ever seen anybody about that or a dietician or..?
P: No.
?I: So you just sort o f manage it;
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P: Yes because she is very strong willed and very stubborn and I would rather give
her the foods that she likes. I would let her have chicken nuggets every day, but I would" 
rather give her a selection ofThe food she likes even if  they only rotate over three days or ,
so and know that she is going to eat it because I know that putting down stuff m front of~
her that she isn’t going to eat there is no point, 
the meat.
She likes roast dinners but she wont eat
I: Ok.
< ÿ ^ 3 8 5  
^  386 
1 ^ 3 8 7
390 $
391
P: She likes gravy dinners but she wont eat meat with it.
I: But the older one is much happier to eat pretty much anything?
P: Yes most things she will eat. She’ll eat roast chicken. She w on’t eat beef or
anything but she’ll eat roast chicken and she’ll eat all o f it. She’ll eat the same things as 
the younger ones but she’ll also have curries, chicken and rice, all sorts of things.
I: And the younger one refusing certain food, what do you put that down to? Do
you think its just her personality and that’s just the way she and that’s how she’s going to 
be?
P: I do think that a huge part is her personahty, she’s very, very stubborn and jt_
really is a battle o f  wills with her over lots o f things. I think part o f the problem is that I 
will fight with her and I will win on most things, if  I know that she needs to do 
something, go somewhere or whatever then it doesn’t matter how strong the will is I will ^
wm because I’m her mother. But when it comes to food I try not to fight over food and pyoiJCti'
like I say I would rather give her a 3 or 4 day rotation o f the things I know she likes and ‘
occasionally try and introduce something different. But even the other day I gave her 
pizza fingers instead o f a pizza and she refused to even touch them. She refused to have 
anything to do with them she wouldn’t even try them. She said I don’t like them and 
thaf s it I don’t like those. They were a make from a shop that I ’d never even shopped 
in before but she was having none o f it and I don’t like fighting over food because I don’t 
think, from my own experience I think it m ^ e s  a big deal out of it and I don’t want to do 
that.
So did she have something else for dinner then or?
: Yes she ate the chips and then asked for cheese on toast. But she didn’t get
aything else, she didn’t get a dessert afterwaüsT AiQUliLC'f^
I: Will she often have desserts or?
P: Sometimes. I don’t often buy them but if  I do then when they are gone they are
gone.
^ ....
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I: And is it kind o f do you use desserts as a treat or?
P; Not usually no.
I: But ifsh e  does refuse food...?
P: Basically I don’t use them as a treat but if  they don’t eat their dinner then they . p
don’t get a dessert afterwards. And they are usually yoghurt dessert type things th a t l  
buy. O ccasionallyicecreanr
I: So you all eat different foods at meal times then?
P; Usually yes.
I; So will you eat similar things to your husband or?
P: Yes we eat pretty muclU he same. He has actually adapted to me because I don’t
eat, andnèvèF E àvê:^^^^^  pork or lamb. The only meat I ’ll eat really is mince or ^  \
chicken. Very, very occasionally I might cook something for me and do him a pork chop 
or something, but most o f time he has adapted to the things that I eat.
I: So would you feed your children foods that you wouldn’t eat?
P: Yes.
I; And do you all sit down and eat together at the same time? v $ * s :
P: Again that is 50/50. Because they are at an age now where they are doing various
things. On a Saturday one o f them is a ????? all day and the other one works at the 
stables all day and in the week days sometime I ’m at work, sometimes I’m not so it really qpjC \
varies, sometimes we do and sometimes we don’t.
Y
ojfI; And when you do eat do you sit down at the dinner table and eat?
P: Oh yes if  we all eat together we all sit round the table -  always.
I; There seems to be a trend at the moment o f people not buying dinner tables and (jj.
people not using dinner tables.
P; Even if  we don’t all eat together they will always sit at the table, they’re n o ^  ^  
allowed to sit in front of the TV they never have been.
I: Do you think that having had an eating disorder has had any influence on your
children?
P; Directly on them?
n & r r v
10
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I: \ Directly or indirectly: Q
^'*'^62 \ ' V  ^  /  Y tflC flO ^
^05 463 P: Definitely. I think there is absolutely no doubt about i t  they know nothing about
^  464 my eating"5isorder so any influence that it has had on them has been (my o b sessio ^  But
G-1iJv. 465 4g^  there is absolutely no doubt that my experience has affected eve^ part o f my life and it4^
.^ ^ 6 6  has affected the reaction that I have to things, it has affected the way I feed them even ,
^  467 A ~\Uien thev were toddlers. When they were toddlers and I was still actively ill because.:  ^.yiLUVl 
 ^V 468 after my second daughter was bom I got post natal depression and the anorexia came •
jyjSM69 back and I actually spent about 6 months in hospital when the youngestone was jbo u t 2
\ 470 and during "that time definitely I found it almost impossible to m a l^  goodffor them Zr ,
j} j^ ^ 7 1  because I just didn’t want anything to do with it at allT^ K ^ ^ u ^ a n ^ \m u ld  cook for
Q w ^472 himself but I didn’t eat and feeding them was really, really difficult. * ^
^  474 I; Were they still on bottles at 2?
;Sf 475 ^
p/A 476 P: No by then the younger one was 2 but the older one was 4 Wy then so.they were at .
A l l  a stage where they were eating proper food and I didn’t  want to shop for i t  I didn’t want
^ 478 to cook it, I didn’t want anything to do with it. And I also didn’t want them to know that.
479 I didn’t want them to pick up on it and it was really hard for m e. ,
4 8 0 . ^
nA •"'zfSl I: So what did you do? Did you just prepare food that you could do really quickly
.G- 4 8 4  ^  p; Generally yes. Or he cooked. And it was jeally  difficult as well because we \^ 4 5 r : uenerany yes. u r  ne cooK a. /\na  ii as jeaiiv uiiiiuuii a& n ucv uav In/VjU’
\N ^ 4 8 5  couldn’t all sit round and eat together very easily because it was obvious I  wasn’t eating.^
jO ‘ 486 ^  The 2 year old probably wouldn’t have noticed, but for a 4 year old it was more so. We Y i
.■^^\487 just muddled through really and I  did make sure they were fed I  would never have
\ ^488 neglected them. But I  found it really, really hard to do it. \
oftitedinû K# ctilW/en fmm g p , . \
490 I: I And did you get any help in working through those difficulties at the time?
491
P: Not specifically no.
I: And generally would you say meal times have always been quite stressful? ' f\/ld d A Q /K (
P: N ^ o w ,  but when I  was ill yes they were s tre sÿ il but they were stressful for me U
/ and probably for my husband, but we didn’t allow that^come across to the children but it ■
J ^ 9 8  wasn’t deliberate. ^
J. the meal times aren’t stressful now even with the youngest refusing stuff.
P: Occasionally. I f  she makes a lot o f fuss over something it can be yes but
generally its not.
1 1
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505 I: And would you say that she, would you describe her as a food refuser or is she'
506 more o f  a faddy eater?
507 V
508 P- She’s just faddy. There are things that she absolutely loves, that she would eat to
509 the end o f the earth, but that would be if  she was allowed to. She would live on chocolate
510 and crisps but obviously she’s not allowed to do that but she would -  she would live on
511 ^ chocolate, crisps, chicken nuggets and chips if  I let her. i:
512
513 I: Like a lot o f  children,
514
515 P: Yes exactly, I don’t think she’s unusual in that.
516
517 I: Sounds like quite a lot o f  kids. Even some adults would probably be quite happy
18 to live on that as well. Do you think the kids have picked up on things about your eating,
19 or do vou think you are quite able to disguise it? .
520 , j
521 P: I don’t think they’ve got a clue. My eldest daughter, she’s at senior school now,s r  Ar
522 she’d doing secondary o f  seniors and they do CP where they look at alcohol, drugs,
523 citizenship, friendship, all that sort o f stuff, personal relationship stuff. And they actually j
had to do a little project on eating disorders and she came home and my heart was in my _
' 525 mouth when she told what she had to do but I helped her with it and I got the information
^526 for her because I used to be a contact for the EDA, I have taken a break this year, but up
527 until this year I have been doing that for about 5 years, so I had information for her. But T
528 there was absolutely no hint from her that she had any question about me whatsoever. I A
J 529 am fairly certain that she doesn’t have a clue and the youngest one wouldn’t have a c lu e ^  ^ [ 0 ^ ' 
r t ^  530 anyway.
? 533 & I don’t know. I’ve had this discussion so many times with my husband. Part o f  me feelsP* 534 that I’d like to because I think it could be useful as they’re going through their teenage
r p 5 3 5  years to show them I understand how difficult it can be. On the other hand I have
ù ^ ^ 3 6  religiously avoided talking about weight, diet, food, anything like that you know, I never
537 comment on their weight. I ’ve told my mother-in-law off numerous times for coming in ^
^,jgf)538 and saying ooh,^yourt)ottom’s getting big isn’t it dear^'it really, really winds me up. I’m
^ 539 obsessive in the opposite direction, nobody in this house is allowed to mention food, diet
^ 4 0 ^  weight, my husband went on a diet, he needed to lose some weight because his
cholesterol was high, he went on a diet, erm, he wasn’t allowed to talk about it in front o f %
542 the children. H e’d say I wonder how many calories are in this. I’d say “shush”, we don’t
 ^ 543 talk about any o f  it.
^  544
0 ^ 5 4 5  It sounds like you’ve put down quite strict boundaries about what’s acceptable in the
P 546 home and what isn’t?
547 Yeah, I mean, I know maybe I ’m actually over the top in the wrong direction, but, I think, ^
J 5 4 8 ^  I, its really hard, I know that talking about anorexia isn’t going to make them anorexic,
549 but on the other hand I feel like I j o n ’t really want to discuss it with them in case I put
) ^ ^ 5 5 0  ^  ideas in their heads, which is stupid because it’s not where it comes from, I know that, f
531
532 I: And as they get older do you think it is something you would talk to them about?
Interview 4
but I’m SO terrified because I know that ail the genetic studies and stuff say that there 
could possibly be a link with daughters, mothers and daughters, you know and they’re 
both quite emotional and highly strung in their own ways and I just don’t want to take 
that risk. So I don’t  know if  I’d ever talk to them about it. Maybe when they’re adults, I 
don’t know.
What do you think you would do if  erm, as they get older, if  they made n ^  links 
themselves and asked you about it?
I f  they asked me I’d tell them the truth. I wouldn’t  lie to them, I definitely wouldn’t lie to 
them, but I ’m certainly not at the moment, planning to, to sort o f start the conversation. I 
wouldn’t volunteer the information, not now.
Do you think that your eating problems have had any impact on their physical health?
Not on their physical health, no I don’t think so. Erm my youngest, my eldest daughter is 
a dancer so which puts her more at risk as well, erm she’s a dancer and she’s very slim, 
but she’s, she’s got a nice figure but she’s little, but she’s completely healthy with that, 
erm, the other one is quite skinny as well. But again she’s I think she’s quite healthy, 
568 /  erm, but, when I was their age I was really skinny, when I became anorexic, I was already 
underweight when I became anorexic, so I don’t think it’s had any effects on them
W # ' . ;
-'5^0^72 Have either o f your children ever displaced ^ ^ ^ o t l o n a i  or behavioural difficulties?
^  5 7 3 Erm,  well, the oldest one’s nearly thirteen, so she’s one big emotional difficulty at the 
574ffp moment, she’s just, I think she’s had a personality transplant, she is very, very difficult at 
" '^ '^^^the moment, but so is every other thirteen year old. Up until the last couple o f years, I 
think she’s got quite low self-esteem and low self-confidence. Erm, she’s not particularly 
happy at school because she doesn’t make friends very easily. I think, that, that’s mainly 
her. When she’s happy with her friends when she’s at her theatre school she’s a 
completely different child, but she’s not particularly happy at school. Erm, a lot o f it is 
self- confidence, she doesn’t make friends easily, she’s she doesn’t, she doesn’t take to it 
very well if  somebody makes a comment about her or, she takes everything personally, 
and that’s caused her some trauma over the last couple o f years.
And your other daughter?
Erm, she’s very, she’s very outgoing and she’s got lots o f fiiend, but I think she keeps a 
lot inside her. Erm, I worry about both o f  them, but then I would wouldn’t I?
Yeah, any mum would.
Everyone says she’s so happy and happy go lucky and everything, not a care in the world 
and I don’t see that. I see the, the other stuff that she keeps inside and she brings me 
notes saying I love you mummy, and you know, things like that, she’s much deeper than 
people see and I, that worries me even more to be honest.
0 :
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P ^ ^ 2 3  ^emotionally. Erm, and I mean, for me as well, there was problems between my parents 
62^%^ that I saw but they didn’t. Erm and again, that’s something that the girls don’t have 
^  between me and mv husband, certainly not at the moment anyway. 1, erm, I think just
Because she doesn’t talk about how she feels, whereas the older one, if  she’s upset the 
whole world knows about it, the younger one when she’sU p se tshetends W disappear in 
her room. She’s, I try encourage her to say how~sfie feels, but she often doesn’t. So 
mean they don’t have emotional or behavioural difficulties, I think they are both within 
normal ranges but thev are verv, verv different.
Are there any things you feel strongly about because o f your own difficulties or history o f 
difficulties? j  ^
Erm, well one o f the I’ve already mentions, that in the house we do not talk about foodff p 
^ d ie t  weight or anything, erm you know. If  the girls ask how much I weight, which th ey ^  
don’t but if  they did, my answer would b e l  don t know. Because e \ ^  if  I d i^  ÎMja tfië r \ 
theyth  ought I wasn’t bothered abou tit, erm, I don’t know. I think that’s probably one o f , 
î^^tiïèlnain things, ëfnïTlrying to a v o id ^ e m  falling into the same trap I fell into. I mean  ^
/  their family set up here with me and my husband is completely different to the family set 
f  -u p  I had. I know, I know where my eating disorder came from, I spent years working-up _ _ _ _ _ _  ___
through that and I know I have a huge amount o f insight now as to ^ h e re  it came tfonr 
and why I became the way I did. Which is why I now have recovered, erm, and I know 
that, I Imow what the risk factors are so I ’m just very, very careful to try and avoid the 
things that I think mi^ht contribute to the development o f it.
- 'Wtico S Ï  .
What are the things that you think might contribute to the development o f eatmg 
difficulties?
Well basing it really only on my own experience, not having a stable family, having a 
mum who treated more as her mum than her daughter, erm, my mum was very dependent 
on me, I was more her friend than her daughter. . Which is alright when you’re in your 
thirties,Tut when you’re 11, it’s not good. So things like not, telling them that if  there’s^  
problems in the family, telling them, being honest, but not depending on them"
giving them a stable environment where they can come, it’s ok for them to be upset and 
ok for them to talk to me aboufth ings, a tth e  moment they still tell me pretty much 
rvtfiinC~whereasT never, ever talked to mv mumTBôüt anything, b e c a u se lw a sn ’t
Right
It ’s really based on my own experience. Trying to give them the opposite o f what I had.
So it sounds like you’ve worked quite hard to provide the environment that you want 
them to have?
Yeah.
That you’ve put a lot o f thought and effort into making it how you want it to be. ^
640 %Yeah I have really tried and the children really were the main thing that gave me my
641 motivation when I was in hospital that last time, because they were at home. I missed my
14
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642 4^  daughter’s first day at school. I missed her school interview, she was interviewed even^ 
for primary school, you know, I missed so many things and I was terrified I was going to 
lose them,. And that was what gave me the motivation cos I realised that it just wasn’t
. du
643
^ 6 4 5
^  646
worth it, whatever was going on, what I was getting from it, wasn’t worth losing my 
children, and even literally losing them, cos I was so, in case I was deemed unfit to look
,647 xJf them or losing them in terms o f  destroying their lives, I wasn’t prepared to do to , _ 
em what had happened to me, although it wasn’t deliberate, so that was really whaL
649 4 /( gave me the motivation to reall v trv and get myself better.
650 V WaKk HCtve. cltUdMiA tOl&M CvOte Qii^.
651 Do you think having had the eating disorder had any impact on your relationship with
52 your husband? Outside o f not discussing certain things at home and not wanting him to
discuss the diet he was on?
^ 0 ^ 4  . ^  V
Yeah definitely (pause). It actually made us stronger I think because I was still anorexic
when I met him, obviously erm and he knew about it, pretty much fi-om the beginning.
How long have you been married?
15 years this year. And we met when I was only 19 and he was 26 when we met bit o f an 
age gap erm, and the fact that he saw me rather than my illness, because everybody up 
until that point all they ever saw was me and my illness, and he didn’t l ie  saw me, and 
l i e ’s been the most amazing support. % î î s t  I was iîfh ?w as  absolutely brilliant, without _ 
his support I couldn’t have done it? that developed aÇa trust and understanding^betweeri(j£ )
664 us that could have destroyed us I mean the whole situation could have destroyed us^^ but it a 
didn’t  erm and I think it’s, we stuck with each other through all o f that and I think it’s _ ^  ^  i m
»  1made us stronger, without a doubt and our relationship is different jfriow because I’m not 
^ p e n d e n t on him anymore. For a while, while 1 was ill. I was totally dep^ d e n t  on him.
1 couldn’t even let him out o f the house to got ow ork, I was a complete w reck?!’ d stand
at the doo r s t ^  and beg him not to go to work, I needed him at home with me, I couldn’t 
cope. You know. I’m a different person to the one I was then and so is he. But we seem 
to have worked it out, I think this has definitely had an impact on our relationship, it’s 
made it stronger. i U j )  (M (L A C ^(i OS
-fWt'A tW L  U f v l i i )  ■ ^
Last things, whether your children are quite active, whether they do much sport or 
exercise?
The older one does, she did gymnastics for five years, she was in the trampolining squad.
She erm goes to a theatre school she dances, she’s very, very active and fit vou know she • - 
can high kick her legs vertical, she’s amazing, erm the younger one’s not interested in
670 
674
^  f i l
0^ V 677
678^  „  — ,   -
' r^ 6 7 9 ^  that, she horse rides ^ she goes horse riding, she’s done that for the past couple o f years
^  she’s got all the energy to run around the garden but she’s not interested in sports and
thingSj*
Do you do any exercise?
know. I did for a while, my husband and I took up ice-skating. It was one o f  the things I
^  . L
peP
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did throughout my recovery, when I was actually really working to get better, is 
absolutely brilliant it really helped me, but I can’t do it anymore. "
Which must be quite difficult if  it’s something you attributed to positive times and getting 
better?
It’s something I really can’t do at the moment.
Is there anything else you think I should know about that I haven’t asked about? | r  |
% N o I think that the main points I’ve already said, this affected the way that I ’ve treated 
the children in so far as food and diet is concerned mainly, when they were younger, I i 
found it reallv difficult to feed them. I still sometimes, find iTdifficult to teed tfiëïnTrm j 
quite happy to come home sometimes
than happv not to bother with dinner not
and just not bother with dinner. I would be more) ^
 because I want to lose weight or I ’m worriqd
%
711
712
713
714
715
716 
..V 717
718
719
720
721 
 ^ # 7 2 2  
^ 7 2 3
^  725
: V 726
# 1 7 2 7
P - ^ 2 9
730
about calories, none o f that, I just have a very different relationship with food now. %If 
>I’m upset or I ’m unhappy the first thing that goes is food, unlike when I was anorexic, it 
might only last for a dav. It might only last for an hour. If  the kids are really driving me 
mad, it happened yesterday they did not stop fighting from the moment they came home 
from school to thelnom enflhey  wenTupstairs at nine o ’clock. And dm m glhat time 1 
could not eat but the minute they were upstairs and I was downstairs you know, I wg  
to sit down and calm down, then I wanted to eat. \  ^  ,
-  d l f  M JLf r ç f c c d W c i o
liable
Right. vUa© a
So that was an extreme example last night, but it does happen. I f  w e’re sitting at the 
dinner table and w e’re all eating and they start fighting or arguing or they come out with 
something that I didn’t know about. Or something that needs doing for the next day that 
they haven’t told me about that’s going to completely disrupt my evening, things like that 
I can be half way through my meal and I’ll think oKgod, I don’t want it anymore. Erm 
but I, they’re the things that I have to try and not let them see that.
Do they generally get on quitjyvell?
They’re completely inseparable most o f  the time. Until about a year and a half ago, they 
were very, very close but even though they are only 16 months apart in age, they’re two 
years apart at school because o f when they’re birthdays fall. So the older one’s been at 
senior school for two w ars, the younger one’s been at junior school for two years. She’s 
been left behind fbifm% years and it’s widened the gap between them. And when the 
younger one starts sehidrs in September and they’re both at the same school again, I think 
it’ll draw them together again. But also because there’s actually quite a big gap between 
a l l  year old and a thirteen year old. ,M v older daughter’s already quite developed, she’s 
'^oT a bust and hasn’t starteffher periods yet. But I don’t think it’s far o ff from the 
experiences I’m having at the moment, storming up the stairs and slamming the doors and 
the you don’t understand me conversations.’ Erm and the younger one hasn’t reached that 
yet and I think that once they get past the next year or two, they’ll be closer again. They 
sit and talk, but they’re in separate rooms and theVe rooms are across either sides o f m yQ ^) 
\room, I don’t mind them staying up chatting at night.
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746 
C  747
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751Æ
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757
Have you talked to your daughter about periods?
Yes. '
Are you still having periods?
Yes.
The younger one we haven’t had that conversation yet and it’s coming up at school soon 
and I like to have that conversation before the school does. I would rather that they’ve 
had the discussion with me so once they’ve had the talk at school, they can come back to 
me with questions.
You said there was a short period o f time you binged or vomited, have you done either of  
these recently?
No, I had the short period of about a couple o f months but I was deliberately binging, I 
was deliberately going out, buying food for a binge coming home and doing it and 
making myself sick. And knowing when I got up in the morning that that was what I was 
going to do. And I hated it but I did it anyway, but apart from that throughout my entire 
history o f the anorexia, I regularly used laxatives, but I hardly evefmade myself sick. I ' ,
hardly ever binged, if I w en t^ y ^ o n g  period of not eating, to me I’d class a binge for 
the fact that I just had a sandwich and a packet of crisps, to me that would be part o f the 
binge, I could get a carrier bag full.
That’s all my questions. Did you feel any distress doing this interview?
No I really don’t have a problem talking about it anymore, no not at all.
17
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Research Log Checklist
1 Formulating and testing hypotheses and research questions V
2 Carrying out a structured literature search using information technology and 
literature search tools
V
3 Critically reviewing relevant literature and evaluating research methods V
4 Formulating specific research questions V
5 Writing brief research proposals V
6 Writing detailed research proposals/protocols V
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
V
8 Obtaining approval from a research ethics committee V
9 Obtaining appropriate supervision for research V
10 Obtaining appropriate collaboration for research V
11 Collecting data firom research participants V
12 Choosing appropriate design for research questions
13 Writing patient information and consent forms V
14 Devising and administering questionnaires V
15 Negotiating access to study participants in applied NHS settings V
16 Setting up a data file V
17 Conducting statistical data analysis using SPSS V
18 Choosing appropriate statistical analyses V
19 Preparing quantitative data for analysis V
20 Choosing appropriate quantitative data analysis V
21 Summarising results in figures and tables V
22 Conducting semi-structured interviews V
23 Transcribing and analysing interview data using qualitative methods V
24 Choosing appropriate qualitative analyses V
25 Interpreting results from quantitative and qualitative data analysis V
26 Presenting research findings in a variety of contexts V
27 Producing a written report on a research project V
28 Defending own research decisions and analyses V
29 Submitting research reports for publication in peer-reviewed journals or edited 
book
□
30 Applying research findings to clinical practice
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